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Versatile, efficient, labor-saving 


The most modern means of patient handling 

is the HAUSTED Easy Lift wheel stretcher. 
This one unit carries a patient safely, comfortably 
from Receiving, through Surgery, Recovery 

and even to bed. The exclusive two-way tilt and 
slide feature enables one tiny nurse to transfer 

a heavy patient to bed safely and effortlessly. 


Complete line of accessories for every need 

is stored on the unit, readily available. 
HAUSTED engineering and construction assure 
years of trouble-free, dependable service. 


HAUSTED 


WHEEL STRETCHERS 
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SLIDE PATIENT ON BED SAFEL 


Write for complete details on the HAUSTED 
Easy Lift. Address 


HAUSTED 


Division of Simmons Company 
Medina, Ohio 


The mark of quality and leadership in the 
production of patient handling equipment. 
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Take the needle out of the patient... 


...and ensure optimum patient comfort during intravenous infusion, by use of the Bardic® Deseret Intracath® 
This ingenious unit (sterile and ready for use) makes the venipuncture and places a soft, pliant catheter in the vein 
... the needle is then withdrawn and becomes an adapter for any I.V. set e No rigid needle remains in the vein; 
no armboard is needed e Most venous cutdowns are eliminated; scrubbing or gloving is not required 
e As the Intracath may be left indwelling for several administrations, there is less trauma, minimized reaction, 
and the need for repeated venipunctures is reduced. The Intracath is convenient and 


time-saving for the hospital; safer, more comfortable for the patient. 


Cc. R. BARD, INC. SUMMIT, N. J. 
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The Bardic® Deseret Intracath® is available through your Hospital/ Surgical Supply Dealer in 6” or 12” catheter lengths, with 
14, 17 or 19 gauge needles. For complete information and detailed Procedure for Introduction, request Bard brochure CS-6 
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to safeguard 
the fetus 


QUALITY / RESEARCH / INTEGRITY 


TES-TAPE®. . . helps detect the pregnant “pre-diabetic” 


‘**. . . fetal mortality in the unrecognized diabetic may be as great as, if not greater 
than, in the known diabetic.’’! Therefore, it is vital to find the ‘‘pre-diabetics” by 
frequent blood and urine testing. 

Because of its greater sensitivity and specificity, the glucose oxidase (Tes-Tape) 
method of urine glucose determination has been recommended?* for use during preg- 
nancy in preference to copper-reducing methods. Fructose, galactose, and lactose in the 
urine of pregnant women give false positive reactions with copper-reduction tests. 

These sugars will not affect Tes-Tape, however; Tes-Tape is specific for glucose. 
Moreover, because Tes-Tape is more sensitive, it detects even minute quantities of 
glucose. Thus, you can discover the glycosuria earlier and institute further studies 
and corrective measures more promptly. 

1. Shlevin, E. L.: Pregnancy and Diabetes, Diabetes, 6:523, 1957. 


2. Wilkerson, H. L. C.: Ibid. 
3. Whitehouse, F. W., et al.: Management of the Pregnant Diabetic, M. Times, 86:833, 1958. 


Tes-Tape® (urine sugar analysis paper, Lilly) 


EL! LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
928020 
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Tests for muscular coordination are included where applicable in the evaluation 
admissions program for handicapped children developed by the Joseph P. 
Kennedy Jr. Memorial Hospital, Brighton, Mass. An article describing the program 
begins on page 58. Cover photo courtesy of the Kennedy Memorial Hospital. (Other 
picture credits on page 144.) 
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Now—with 


ethanesulfonate Brand of piminodine ethanesulfonate 


relief of severe pain 
without drowsiness or hypnosis” 
new approach to “pure” analgesia 


Alvodine, a new potent narcotic analgesic which approaches “pure” analgesia, is unique 
among agents of its class because it is as effective as morphine but does not produce 
drowsiness, hypnosis or euphoria in the great majority of patients.** 


Alvodine is safer than morphine. It is free of both the high incidence and the severity of 
side effects associated with morphine. Respiratory and circulatory depression are rare 
with customary dosages. Nausea and vomiting are uncommon and, unlike opiates, 
Alvodine does not cause constipation. 


In contrast to most other analgesics Alvodine is fully effective when administered orally. 
Injection may be given for quick action or when parenteral use is indicated. 


Alvodine tablets, 50 mg., scored. Average oral dose for adults— from 25 to 50 mg. every 
four to six hours as required. Alvodine ampuls, 1 cc., containing 20 mg. per cc. Average 
subcutaneous or intramuscular dose for adults—from 10 to 20 mg. every four hours as 


required. Narcotic Blank Required. 


*Alvodine, trademark. 
**In more than 90% of patients. 
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When Alvodine is particularly useful 
Because Alvodine generally relieves pain without causing a “drugged” condition, it is 
especially useful in those clinical situations in which it is desirable to have the patient 
alert and comfortable. 


Postoperative analgesia 


Alvodine relieves postoperative pain promptly, without any narcotizing effect. Because 
patients remain awake, early and frequent mobilization is possible, and the risk of 
pulmonary hypostasis and venous stagnation is decreased. 


Ambulatory patients 


Because Alvodine does not tend to interfere with mental acuity, it is particularly indi- 
cated for patients whose pain or disease does not necessitate bed rest. Alvodine is 
effective orally as well as parenterally for visceral pain and pain caused by cancer or 
disorders of the muscular, skeletal or neurologic structures. 


Severe pain from cancer 
When the patient with cancer begins to need strong analgesia, he can take Alvodine by 


mouth. It is as effective as morphine in relieving pain but produces neither drowsiness 
nor euphoria. It permits the patient with cancer to remain alert longer and to continue 


his day-to-day activities longer. 
LABORATORIES 
New York 18, N. Y. 


Write for Alvodine brochure containing detailed information on 
clinical experience, addiction liability, side effects and precautions. 
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“The close cooperation of OTIS, the architects 
and the administration of BROOKSIDE HOSPITAL 
illustrates how well a job can be done when 
everyone concerned works together, aware of 
one another's problems,"’ says ALBERT 

LOGEFEIL, Chief of Plant Operations. 


‘Our hospital was completed in 1954. In 1956, 
because of the community's growth, it was decided 
to increase our capacity from 165 to 246 beds 

by adding a seventh floor and completing the 
unfinished sixth floor. 


ALBERT A. LOGEFEIL 
Chief of Plant Operations “This was the elevator situation at the start: There 


BROOKSIDE HOSPITAL were three hoistways but only two OTIS Elevators. 


San Pablo, California The third hoistway having been installed with 
expansion in mind. 


“This was the modernization procedure: Two elevators had to be in operation at all 
times to provide the normal passenger and staff service and handle traffic to the first 
floor surgery. In addition, these elevators had to distribute the food normally 
handled by dumbwaiters. And use of the elevators for construction purposes or by 
OTIS personnel was taboo. 

“This was the construction routine: Install a new OTIS Elevator in the empty hoistway. 


Then increase the travel of one and then the other of the two existing elevators. 


‘During construction of the two additional floors and the elevator penthouse, 
temporary but substantial tape-sealed housings were necessary to protect the 
machinery of the two running elevators from debris and dust. 


"Since OTIS ‘Triplex-Collective’ Elevators respond to a single set of hall buttons 
connected to relays common to all, a unique switch system was set up to operate while 
the machine rooms were at different levels. All switches clicked in and out without 


missing a call. 
“Time of modernization? Seven months. 


“Now, with OTIS Maintenance keeping these elevators running like new, our 
service is excellent."’ 


OTIS ELEVATOR COMPANY: 260 ELEVENTH AVENUE + NEW YORK I, N.Y. 


HOSPITALS, J.A.H.A. 


| 


¢ 


Joseph Bettencourt, Inc., General Contractors 
Stone, Molloy, Maraccini & Patterson, Architects 


TO MEET EXPANDING NEED 


OFFICES IN 297 CITIES ACROSS THE UNITED STATES AND CANADA 
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REVERSIBLE 
% Over 25 years of floor care experi- tour of your floor—not just scrap- 
s ence is built into Brillo Syndisc ing the highs and missing the lows. 
ve Reversible Floor Pads to provide What’s more, no special attach- 
», a better nylon abradant pad. Ex- ments are required . . . simply 
= tensive tests were conducted to find place under the brush and you are 
the right abrasive... for best strip- ready to start. 
ping action without harm to floor- Longer 
ing... and for longest pad service. __ 
strips off heavy wax build-up... the pad, Brillo Syndisc can be used 
with greater floor safety. on both sides for more stripping 
: miles. There is no rusting—no 
Extra cleaning power splashing—no shredding. After 
Brillo Syndisc Pads are thicker— each use, just rinse, and the pad 
more resilient. They followthecon- is ready for work again. 
NOTE: Use Brillo Steel Wool Floor Pads ® 
for regular floor care 
For your scrubbing, dry-cleaning and buffing a. LLO 
. . . for the best possible floor beauty and 
floor care . . . use safe, efficient Brillo Steel Syndisc 
Wool 
REVERSIBLE 
| FLOOR PADS 
ae | BRILLO—/7he Safe Way to Beautiful Floors Britto MFG. CO., BROOKLYN 1, N. Y. 
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at iow cost 


Hospital administrators the country over 
are finding a powerful new weapon against 
rising costs in the Linen Supplier listing 
in the phone book. 

Just think what Linen Supply can mean 
to your hospital. 

One: No linen inventory to buy, carry 
or replace. Two: No laundry overhead— 
no personnel . . . no equipment. . . no 
maintenance. Three: More beds in the pre- 
cious space now used for laundering. 


Your local Linen Supplier can furnish 
every cotton cloth item your hospital needs 
—uniforms, gowns, sheets, pillow cases, 
towels, etc. He will launder them hygieni- 
cally and keep you supplied on a schedule 
that suits your requirements. And, of 
course, you pay only for what you use. 

Your first step to lower operating costs 
is the call you make to your Linen Supplier. 
So, look him up in the Yellow — and 
call him now! 


Look in the Yellow Pages under ‘‘Linen Supply”’ or ‘‘ Towel Supply”’ 


Note: No investment, no 
maintenance, no inventory. 
Everything is furnished and 
serviced by your local linen 
supplier, at low cost. 


Linen Supply.................. 


22 West Monroe Street, Chicago 3, Ililinois 
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than other surgeons’ gloves; 


STRONGER 


and just as 


THIN! 


The unique Surgiderm glove developed by B.F.Good- 
rich is tissue-thin all over—no heavy ends at fingertips. 
This allows almost as sensitive a touch as a surgeon 
would have bare-handed! Surgiderm is 30 to 50 per 
cent softer than regular surgeons’ gloves. It is less 
tiring to hands because it is more pliable. It fits easily 
and snugly, yet never binds the hand or restricts the 
fingers. A specially-developed rubber compound 
makes the Surgiderm glove extra strong to start with, 
and it stays strong even after repeated sterilizing. 


Exclusive BFG Surgiderm glove now in two styles 


Newest style has colored size identification band 
dipped on. The band is an integral part of the Sur- 
giderm glove, leaves no niches where bacteria can 
gather. Band is instantly visible outside and inside 
of the glove and cannot come off even under extreme 
autoclave heat. 


The Surgiderm glove also comes in rolled wrist 
style. And BFG also makes a Eudermic, special-pur- 
pose glove for doctors allergic to regular rubber gloves. 
Sold by hospital supply houses and surgical dealers 
everywhere. Hospital and Surgical Supplies Depart- 
ment, The B.F.Goodrich Company, Akron 18, Ohio. 


\ BEGoodrich | 


hospital and surgical supplies 
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haspital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1961 


Feb. 1-2—Midyear Conference of Presidents and Secretaries, 
Chicago (AHA Headquarters) 
Sept. 25-28—63rd Annual Meeting, Atlantic City (Convention Hall) 


MEETING AND INSTITUTE 
CALENDAR 
THROUGH MARCH 1961 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


OCTOBER 


17-18 Idaho Hospital Association, Boise (Elks Lodge) 

17-18 Oregon Hospital Association, Gearhart (Gearhart Hotel) 

17-19 Institute on Supervision, Chicago (AHA Headquarters) 

17-20 American Dental Association, Los Angeles (Los Angeles 
Memorial Coliseum) 

18-20 Associated Hospitals of Manitoba, Winnipeg (Royal Alex- 
andra Hotel) 

18-21 American Dietetic Association, Cleveland (Sheraton Hotel) 

18-21 American Nursing Home Association, Washington, D.C. 
(Mayflower Hotel) 

19-20 North Dakota Hospital Association, Williston 

19-20 Washington State Hospital Association, Spokane (Daven- 
port Hotel) 

20-21 Nebraska Hospital Association, Omaha (Sheraton Fontenelle) 

24-26 Directors of Hospital Volunteers (Basic), Cleveland (Statler- 
Hilton Hotel) 

24-26 Ontario Hospital Association, Toronto (Royal York Hotel) 

24-26 South Dakota Hospital Association, Rapid City 

24-28 California Hospital Association, Santa Barbara (Miramar 
and Biltmore Hotels) 

24-28 Medical Social Work in Hospitals, Kansas City (Bellerive 
Hotel) 

25-27 Associated Hospitals of Alberta, Edmonton (Jubilee Audi- 
torium) 

31-Nov. 3 American Public Health Association, San Francisco 
(Civic Auditorium) 

31-Nov. 4 Staffing Departments of Nursing, Chicago (AHA Head- 


quarters) 
NOVEMBER 
3-4 Oklahoma Hospital Association, Oklahoma City (Skirvin 
Hotel) 


7-11 Hospital Purchasing, Chicago (AHA Headquarters) 
7-11 Hospital Housekeeping (Advanced), New York (Sheraton- 
Atlantic Hotel) 
7-11 Physical Therapists, Los Angeles (Ambassador Hotel) 
10-11 Kansas Hospital Association, Wichita (Broadview Hotel) 
10-11 Virginia Hospital Association, Roanoke (Hotel Roanoke) 
14-17 Nursing Service Salt Lake City (Hotel Utah 
and Motor Lodge) 
14-18 American Occupational Therapy Association, Los Angeles 
(Statler-Hilton Hotel) 
16-18 Missouri Hospital Association, Kansas City (Hotel President) 
16-19 National Association for Mental Health, Denver (Denver- 
Hilton Hotel) 
17-18 Arizona Hospital Association, Tucson (Hiway House) 
17-18 Minnesota Hospital Association, St. Paul (St. Paul Hotel) 
21-22 Credits and Collections, Chicago (AHA Headquarters) 
28-Dec. | American Medical Association, Clinical Meeting, Wash- 
ington, D.C. (Park-Sheraton Hotel) 
29-Dec. 1 Hospital Dental Service (Advanced), Chicago (AHA 
Headquarters) 


1-2 Florida Hospital Association, Miami (Everglades Hotel) 
1-2 Illinois Hospital Association, Chicago (Pick-Congress Hotel) 
4-9 Radiological Society of North America, Cincinnati (Nether- 
land-Hilton Hotel) 
5-7 a Purchasing (Advanced), San Francisco (Bellevue 
ote 
(Continued on page 142) 
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| is is due to the fact that they have been. 1ade | 
practically the same precision control standards 
grind and polish a fine lens. | 
; _ thickness uniformity throughout; free of distortion; free _ 
of or chromatic aberrations right up to ultra. 
igh magnifications. Specially packaged inanew 
“single-slide-out” box wrapped in cel and heat 
_ sealed to assure you of absolutely dry, dust free, clean 
3 - slides ready for immediate use. MERCO Slides r 
: 


oui 


(MERCER @LaAss WORKS 1 INC. 


oat 
MERCO Precleaned 
|| 
Microscope Slides 
ee Made to Optical Glass 
Precision Standards! 
Electronically 
Checked Clarity! 
Perfectly Flat! 
Completely Precleaned! 
Your first test of a MERCO My * |, 
the low and high magnit etive 
an unusual clarity and brillian 
AVAILAGLE UNLT IMNKUUUNM A TED IPPLY 7. 
DECEMBER 
For full deta mm pli fe 


Accounting News from Royal McBee | 


From Royal McBee, leaders in the field of data processing, comes an 
accounting tool especially designed for the small and medium-sized 
hospital. This is THE ROYAL McBEE GENERAL RECORDS POSTER. 


Most versatile, because it brings the benefits of mechanization to all 


your accounting —payables, receivables, payroll, inventory controls, 


general ledger—without specialized personnel. Most efficient, because 
it eliminates repetitive writing, slashes paper-handling costs by as 


much as 60%, Most flexible, because it’s completely adaptable to current 


methods, varying work loads. Most economical, because its low cost is 


well within your hospital's means. Forms are immediately available 
from stock—or can be custom-made to your requirements. Your nearby 
Royal McBee Data Processing Hospital Representative has had a wealth 


of experience in solving hospital accounting problems. Call him, or write 


Royal McBee Corporation, Data Processing Division, Port Chester, N. Y. 


for your complimentary copy of our illustrated brochure. 
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Help reduce transfer 


BEDSIDE BOTTLE 


antibacterial mouthwash / gargle 


e destroys wide range of oral bacteria on 
contact e improves oral hygiene of bedfast 
patients @e overcomes unpleasant taste — 
promotes sweeter breath e has a clean, re- 
freshing taste that lasts e a service patients 
appreciate e saves pharmacists’ and nurses’ 
time 


for full details see your Merrell representative 
or write Hospital Department incareof Merrell 


THE WM. S. MERRELL COMPANY 
CINCINNATI, OHIO ¢ 8ST. THOMAS, ONTARIO 


TRADEMARK: 
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oral pathogen 


...even antibiotic 
resistant “Staph” 


up to 

on each 

Cépacol Bedside 

Bottle... 

= this is an 

= exclusive, specially 

priced hospital, 

plan. 


Hospital Department C-2 
The Wm. S. Merrell Company 
Cincinnati 15, Ohio 
I would like to recewwe... 
[ | A complimentary sample of Cépacol 


| | Professional literature on Cépacol 


Name 


pH 


Address 


City Zone___State 
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introducing He autpors 


Ruth Chamberlin, R.N., believes that 
nurses are meeting their responsi- 


bilities to patients, hospitals and 


physicians when 
their responsi- 


clearly defined 
and when they 
enjoy the re- 
spect of other 
members of the 
hospital team 


Miss Cham- 
berlin has been 
associated with 
the Medical College of South Caro- 
lina at Charleston for the past 23 
years. She served as educational 
director of the college for 11 years 
before being appointed to her pres- 
ent position as dean of the college’s 
school of nursing in 1949. Miss 
Chamberlin also served as director 
of nursing at Roper Hospital, 
Charleston; S.C., from 1948-1953. 

Through the years Miss Cham- 
berlin has been active in nursing 
association activities in South 
Carolina. She is a past president 
of the South Carolina Nurses As- 
sociation. | 

During World War II Miss 
Chamberlin served as a major in 


MISS CHAMBERLIN 


- the Army Nurse Corps. She was 


given assignments in North Africa, 
Italy and France. 

Miss Chamberlin is a graduate 
of Mount Sinai Hospital School of 
Nursing, New York. She completed 
her undergraduate work and re- 
ceived a master’s degree in admin- 
istration of schools of nursing at 
Teachers College, Columbia Uni- 
versity. 

Miss Chamberlin is a member 
of the American Nurses’ Associ- 
ation and the National League for 
Nursing. 

Milton W. Hamilt, formerly assist- 
ant director of Sinai Hospital of 
Baltimore, describes in detail the 
intricate planning and organization 


. that preceded the hospital’s move 


to a new location (p. 61). Mr. 


 Hamilt now serves as assistant di- 


rector of Mount Sinai Hospital, 
Chicago. 

Before coming to Chicago last 
June, Mr. Hamilt served as assist- 


14 


ant director of Sinai Hospital of 
Baltimore for four years. He com- 
pleted his administrative residency 
at Grace-New Haven (Conn.) 
Community Hospital and also 
served for two years as adminis- 
trative assistant at the hospital. 

Associated with numerous na- 
tional and state hospital and health 
associations, Mr. Hamilt holds 
membership in the American Col- 
lege of Hospital Administrators, the 
American Public Health Associ- 
ation and the Royal Society of 
Health (England). He is also a 
member and the immediate past 
president of the Yale University 
Hospital Administration Alumni 
Association. 


Thomas Hale Jr., M.D., asserts that 
the number of “negligence” and 
“malpractice” lawsuits against hos- 
pitals and phy- 
sicians is in- 
creasing and he 
subsequently 
offers sugges- 
tions for hospital 
and physician 
defense of such 
suits (p. 50). 

Doctor Hale 
has served as 
director of the 
Albany (N.Y.) 
Hospital for the past 14 years. 
He has also served as associate 
dean of the Albany (N.Y.) Medi- 
cal College since 1949. 

An active participant in numer- 
ous organizations in the health 
field, Doctor Hale currently serves 
as treasurer of the Hospital Associ- 
ation of New York State. He also 
serves as a member of the board of 
directors of both the Associated 
Hospital Service of Capital Dis- 
trict, Albany, N.Y., and the Albany 
(N.Y.) Training School for Practi- 
cal Nurses. Doctor Hale is a mem- 
ber of the Albany (N.Y.) Regional 
Council of the New York State 
Hospital Planning Commission. 

Doctor Hale is a graduate of 
Princeton University and the Col- 
umbia University Law School. He 
received his medical degree from 
Vanderbilt University Medical 
School, Nashville, Tenn. 


DOCTOR: 


TEST 
AN APP 
UNIT—FREE! 


Now any doctor or nurse may 
get an APP unit for trial with 
a patient. At the close of the 
test, the unit may be returned 
—and there is no obligation. 
If the unit has proved indis- 
pensible, as it always has, it 
may be purchased for years of 
further use. 


More than 10 years of clinical 
experience with thousands of 
APP units in hospitals, nursing 
homes and private homes has 
conclusively proved them the 
easy, effective way to prevent 
and treat bedsores. 


Based on this vast, successful 
background, an experiment 
was conducted. In a limited 
area, doctors and nurses not 
already acquainted with the 
value of an APP unit were 
allowed to use one without 
cost on a patient suffering from 
decubital ulcers. Not one APP 
unit was returned after the 
test! 


In every case, the APP unit 
proved its value and was pur- 
chased! 


Now..: 
CONDUCT 
YOUR OWN 
TEST—FREE! 


Conduct your own test. See 
for yourself how an APP unit 
prevents and helps heal bed- 
sores. This offer expires 90 
days from the date of issue of 
. this publication. Use coupon 
on next page. 
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Proved 
the easiest. 

most effecti 
answer to 


decubiti 


APP units available for 
standard beds, respira- 
tors, cribs and whee 

chairs. 


New vinyl pad cover to \ 
at no cost with com- 
plete unit. 
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EASIEST BECAUSE: 
© patient turni 
yy ¢ Reduces chances of multiple 


| ¢ Cuts nurses’ workload 


fighting 
BE DSORES 2 


hours a day 


THE R. D0. GRANT COMPANY 
761A Hippodrome Building 
Cleveland 15, Ohio 


0 Id like to try an APP unit on the FREE TRIAL basis 
© Send clinical papers and data on APP units 
0 Have representative call to arrange a demonstration 


Institution 


MOST EFFECTIVE BECAUSE: 
e Changes all body pressure 

points every 3 minutes 
e Provides passive massage 24 
e Greatly increases patient comfort — 
APP units are made by Airmass, Inc., Cleveland, Ohio 
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POSITIONING 


Puls “POWE! MERGENCY CONTROLS 


Simple push or pull movement 


activates power and obtains 


of electrical power interruption or 


related failure .. . mechanical 


controls are clways ready to take 


over and shift table to any 


position. Set selector and activate 
foot pedal! | 


Single contro 
-” wnobstructed crea for close patient 
contact from head-end... 


with in ‘Position. 


sss foot button at left, 
Power off: activate foot pedal at right, 


To lower table with power on or off , 
depress foot pedo! at right. 


Entire teble U. 1 
Listed fer Class ! 
1920 SOUTH ST.LOUIS, MO. Group C atmospher 


a SHAMPAINE industr 
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. NEW AGED CARE LAW PROMPTS MEET- 
ING OF HOSPITAL GrouPsS—Soon after 
President Eisenhower signed the 
aged health care law providing 
federal funds to assist state pro- 
grams, representatives of allied 
hospital associations met to dis- 
cuss methods by which state legis- 
latures and appropriate depart- 
ments of state governments can 
expedite the activation of the new 
law. The discussions were held on 
September 26-27 at the American 
Hospital Association headquarters. 

Frank S. Groner, president of 
the AHA, said, “I hope this meeting 
will provide the information on 
which state hospital associations 
can move ahead in developing 
plans to stimulate action by state 
governments for the improvement 
of health care for the aged. We 
feel that this bill provides a mech- 
anism thtough which the financial 
problems of hospitals can be eased, 
for implementation of the new law 
by the states will result in im- 
proved financing of the care ren- 
dered by hospitals.” 


} MICHIGAN BECOMES FIRST STATE TO 
TAP FEDERAL AID TO AGED FUNDS— 
Michigan was the first state in the 
nation to provide matching funds 
and establish health care aid pro- 
grams for the aged, following the 
enactment of the Kerr-Mills Social 
Security Amendments of 1960. 

The Michigan legislature voted 
and the governor signed bills 
authorizing the state’s welfare de- 
partment to expand its services for 
public assistance recipients and to 
establish a program for medically 
indigent aged. The programs will 
be administered by the welfare 
department but will be operated 
on the county level. 

Pensioners. More than $1.5 mil- 
lion was appropriated for expand- 
ing health care services for an 
estimated 60,000 persons over 65 
currently receiving old age assist- 
ance. This appropriation would 
finance the operation of the pro- 
gram for one year. As provided in 
the legislation, the care for pen- 
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sioners would include physical 
examinations and home nursing. 
However, nursing home care and 
diagnostic services would not be 
available. 

Medically Indigent. Nearly $2.3 
million was appropriated to oper- 
ate the program for approximately 
60,000 medically needy aged for 
six months. The legislation speci- 
fied that services provided under 
this new program would be sim- 
ilar to but would not exceed those 
covered by Blue Cross and Blue 
~hield. Eligibility requirements set 
$1500 ($2000 if married, living 
with spouse) as maximum in 
assets or annual income of 
the benefits recipient. In the event 
of death of a recipient, under the 
medically needy program the state 
shall have the right to sue the 
estate of the deceased in an effort 
to collect the monies expended for 
his health care. 


STEELWORKERS CONSIDER ESTABLISH- 
MENT OF OWN HOSPITALS, CLINICS— 
At a biennial union meeting in 
Atlantic City, N.J., last month, 
David J. McDonald, president of 
AFL-CIO United Steelworkers of 
America, disclosed that consider- 
ation is being given to the pos- 
sibility of establishing a system of 
group practice medical care cen- 
ters, hospitals and other medical 
care facilities so that costs can be 
reduced and care improved for the 
nearly one million union members. 

Improvements in the company- 
paid health and welfare program 
were being discussed prior to the 
convention by a Human Relations 
Research Committee established 
following the settlement of the 
116-day national strike last Jan- 
uary. The union and 11 major steel 
companies are represented on the 
committee. As part of the effort 
to obtain better health services for 
the steelworkers, the union and the 
industry had asked both the Amer- 
ican Hospital Association and the 
American Medical Association to 
participate in discussions of what 
can be done to curb the rise in 
hospital-medical costs. Plans called 


for joint conferences to be held 
this month. 

As part of the strike settlement, 
the steel companies undertook to 
pay all the costs of the $135 million 
health care program, whereas pre- 
viously the employees paid ap- 
proximately half. 


} COMMISSIONER APPROVES PETITION 
OF NEW YORK CITY BLUE CROSS—An 
amended petition of Associated 
Hospital Service of New York to 
change the hospital payment for- 
mula and increase subscription 
rates has been approved by the 
New York State Insurance De- 
partment. In the future, the Plan’s 
member hospitals will be compen- 
sated on the basis of individually 


audited costs. Fixed costs with ad- 


justments for consumer and labor 
price indexes were considered in 
the previous reimbursement meth- 
od. The average rate increase 
allowed the Plan is 33.45 per cent, 
compared to the 37.3 per cent orig- 
inally requested. Some of this in- 
crease will go to pay for additional 
benefits, which were also approved 
by the insurance commissioner. 
(Details p. 124) 


> NEARLY 60 FLORIDA HOSPITALS AP- 
FECTED BY HURRICANE DONNA—Re- 
ports obtained by the Florida Hos- 
pital Association from the state’s 
hospitals indicated that nearly 60 
hospitals experienced some prob- 
lems as a result of the hurricane 
and gale winds that struck the area 
on September 10. 

Fortunately, the most severe 
damage reported was the loss of 
two roofs of one hospital. Nearly 
all the affected hospitals had to 
cope with leakage through window 
frames and doors, and 46 hospitals 
lost power for some period during 
and after the hurricane. (Details 
p. 116) 


> REPORT FROM WASHINGTON—Plans 
for the White House Conference 
on Aging were being finalized last 
month. Organizers have clearly 
defined the objectives and have 
announced further details concern- 
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ing official delegates, who will 
total approximately 2800. 
Advance registrations for the 
conference, which will be held 
January 9-12, 1961, have indi- 
cated that health and medical care 
is the most popular among the 20 
subjects that will be discussed. 
(Details p. 114) 
® The U.S. Public Health Service 
is moving ahead with a program 
of “organized immunization” with 
the recently approved live polio- 
virus vaccine. A special Surgeon 
General’s Committee on Polio- 


myelitis Control has been estab- 
lished for this purpose. The com- 
mittee will include representatives 
of more than 20 national groups, 
among them the American Hos- 
pital Association. (Details p. 114) 


} SOUTH CAROLINA LACKS MANY HOS- 
PITAL BEDS, REPORT SHOWS—A severe 
bed shortage in South Carolina has 
been reported by the State Board 
of Health. Nearly 25,000 additional 
beds are needed, although approxi- 
mately 4800 beds have been pro- 
vided under the Hill-Burton pro- 
gram since 1947, when federal 


HERE'S: MORE 


FOR YOUR HOSPITAL! 
DEPENDABLE «nor GME 


Choice of surgeons the world over! Automatic 
spark gap adjustment and independent cutting 
currents are typical of its many features. 


In all forms of electrosurgery—general, neuro, 
gynecologic, urologic, neoplastic, proctologic, thoracic and EENT— 
surgeons count on the “AG” Bovie for precision, range and flexibility. 


EFFicieNt L-F BASALM ETER’ 


Now your hospital can give BMR tests faster, more 
easily, more accurately. Here is the modern way to 
administer basal metabolism tests—set the factors, 
connect patient to system, release oxygen, press a 


button and read the BMR direct from a large meter. 4 


No charts, graphs, slide-rules or computations. 


The BasalMeteR saves time, eliminates errors in : 
computations, makes your hospital’s BMR testing 6 


much simpler. 


RITTER COMPANY INC. 
8210 Ritter Park 
Rochester 3, N. Y. 


Please send more information on 


“AG” Bovie [] L-F BasatMeteR 
NAME 
HOSPITAL 
ADDRESS 
| city ZONE....... STATE 


construction funds first became 
available under the program. 

The state currently has only ap- 
proximately 10,700 acceptable hos- 
pital beds, while approximately 
35,500 beds have been authorized 
under Hill-Burton. As in other 
states, the shortage of beds is most 
drastic in the long-term category, 
but less serious in the general 
short-term hospital classification. 
In South Carolina, only 4 per cent 
of the need for. chronic disease 
beds can currently be met; 12 per 
cent for nursing home beds; 18 
per cent for psychiatric, and 61.5 
per cent of need for general hos- 
pital beds. Even for tuberculosis 
patients, additional beds are re- 
quired, with only 83 per cent of 
need being met. 

The State Board of Health said 
that in planning future facilities 
emphasis will continue on the im- 
portance of a coordinated system. 
comprised of public health centers, 
diagnostic and treatment centers, 
short-term and long-term hospi- 
tals and nursing homes. 


> PUBLIC FUNDS PAY FOR HALF OF 
NURSING HOME PATIENTS IN MICHIGAN 
—Michigan’s nursing homes de- 
pend on public funds to pay the 
total cost of care for half of their 
patients. Only 32 per cent of pa- 
tients are supported entirely by 
private resources. Most of the 
nursing homes are privately oper- 
ated, and county facilities handle 
only 30 per cent of the patients. 

This information was obtained 
in a state-wide survey of Michi- 
gan’s 547 private and county- 
operated nursing home facilities. 
The survey, conducted by the Uni- 
versity of Michigan School of 
Public Health and directed by 
Kenton E. Winter, Jr., evaluated 
nursing home population and kind 
of care provided. 

The results of the study indi- 
cated also that 

—24 per cent of nursing home 
occupants are admitted directly 
from general hospitals; 

—59 per cent of the patients are 
women; 

—86 per cent of those entering 
nursing homes will remain there 
for the rest of their lives; 

—the cost of care varies widely 
among institutions. It ranges from 
$25 to $436 per month per patient, 
and the average is $165. 
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NEW RESEARCH 
DEVELOPMENT FROM 
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SURGICAL PRODUCTS DIVISION 


SURGICAL SILK 


nique silicone 
coating virt ually obviates 

tissue reactions. ..imparts 
true 
gives unequaled hand. 
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SUPERIOR ON ALL COUNTS TO OTHER EXISTING SILK SUTURES 


1 PHYSIOLOGICALLY INERT... 


New silicone-rubber coating dramatically 
overcomes the problem of tissue reactions 
reported!* with wax-coated silk. 


No granuloma, paraffinoma, adhesions, in- 
flammatory reaction or other significant ad- 
verse response has been encountered with 
the surgical use of silicone material.*'° 
Excellent tissue tolerance shortens “‘lag 
period,” does not inhibit tissue repair. The 
unique coating process encases all fibers of 
the suture strand in pure, surgical silicone 
rubber to present a continuum of physio- 
logically inert suture material to the tissues. 


BENIGN RESPONSE TO 
SILICONE-TREATED SILK 


40-day embedment: Thin dense sclero-colla- 
gen capsule surrounds suture. No other re- 
markable findings. No increase in suture 
volume. (Section cut obliquely to long axis, 
giving elongation. ) 


COMMON REACTION 
TO WAX-COATED SILK 


40-day embedment: Moderately thickened 
sclero-collagen capsule surrounds suture 
mass. Granulation tissue invaded and in- 
creased suture mass by about a factor of 4 
over that observed after three days. Many 
foreign body giant cells on inside of colla- 
gen capsule. New blood vessel elements on 
4 the border of the capsule. 


Mallory’s connective tissue stain. Sections cut at 
7 microns. Photomicrographs taken at 100x. Suture 
size: 00 
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15% TO 20% GREATER 
TENSILE STRENGTH ... 


Superiority over other silks is achieved through new, 
unique braiding process which increases silk density 
per unit diameter. Added strength may permit selec- 
tion of smaller size suture in some instances. Silicone 
coating prolongs in situ strength, protects suture 
against enzymatic or body fluid invasion. Continued 
tissue-approximation is assured; neo-vascularization 
and fibrosis are minimized. 
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ABSOLUTE NON- 
CAPILLARITY 


... Surpasses all wax- 
coated silk. Silicone 
coating prevents “car- 
rier-action” in spread 
of bacterial contamina- 
tion along the suture 
line. The true zero- 
capillarity has been 
demonstrated in exact- 
ing laboratory tests. 
The surgical silks test- 
ed were subjected to 
three boil- 
pe ing treatments, drying 
“sik Size 608 Size 000 Sine eee and suspension in dye 
solution. 


eastesr HANDLING SILK 


Surgeons will recognize the balanced 
“hand” of SILICONE-TREATED SILK 
as ideally suited to the silk technic of 
Halsted. The silicone coating imparts 
both firmness and optimum pliability to 
the suture strand. The smooth, even sili- 
cone coating also minimizes “drag,” re- 
duces the extent of suture-induced trauma 
and will not crack or change under nor- 
mal handling or varying temperatures. 


The unique construction and silicone-rub- 
ber coating provides a balanced “hand” 
for optimum control in use. 
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Available in the SURGILOPE”® SP Sterile Suture Strip Pack... 
in a complete line of pre-cut and Atraumatic’” products 


SILICONE-TREATED SILK is supplied in the 
new SURGILOPE SP Sterile Suture Strip Pack 
which makes possible a safer suture dispensing 
technique that provides greater protection for pa- 
tient and personnel. Use of the individual, sterile 
plastic pack eliminates cut fingers, gloves and 
breaks in aseptic technique often caused by sharp 
foil packages or broken glass tubes and jarsinO.R. ; 
eliminates need for hazardous jars and irritating 
jar solutions; saves valuable nurse time and stor- 
age space; and permits standardization of suture 


dispensing through one safer, more efficient method. 
NEW SP SERVICE PROGRAMSSignificant sav- 
ings of nurse time, resterilizing supplies and stor- 
age space are now possible with the new SP Service 
Program. Unused SURGILOPE SP inner envelopes 
are collected by the O.R. nurse and sent to Surgical 
Products Division in a special mailing carton sup- 
plied free. Sutures from each hospital are separately 
reprocessed, sterilized and repackaged by individ- 
ual lot...and the original sutures returned, certified 
sterile U.S.P.—at no extra cost to the hospital. 


SILICONE-TREATED SILK SUTURES 


ALSO AVAILABLE NON- 
STERILE: MEASUROLL® 
DISPENSER PACKAGE. 

Twenty strands per roll. 


200 yards (20 x 10 yds.), 
sizes 5-0 to 0. 


600 yards (20 x 30 yds.), 
sizes 4-0 to 00. 
STANDARD SPOOLS 


25-yard, sizes 5-0 to 2. 100- 
yard, sizes 6-0 to 4. 


ROCKEFELLER PLAZA 
NEW YORK NY 


SALES OFFICE: DANBURY, CONNECTICUT 
PRODUCERS OF DAVIS & GECK SUTURES AND 
vim” HYPODERMIC SYRINGES AND NEEDLES 
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AMERICAN HOSPITAL ASSOCIATION 
DIRECTORY OF OFFICERS, 
COUNCILS AND COMMITTEES FOR 1961 


This directory lists the officers, councils and committees 
of the Association for the year which began at the 
close of the 1960 Annual Meeting in August and which 
will end at the close of the 1961 Annual Meeting. 


The pages of this special section have been perforated 
so that they may be removed from the magazine for con- 


OFFICERS 


President 


Frank S. Groner, 
Memphis 3, Tenn. 


President-Elect 

Jack Masur, M.D., Clinical Center, 
Institutes of Health, Bethesda |4, 
Immediate Past President 


Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


Baptist Memorial Hospital, 


Nationa! 


Treasurer 


John N. Hatfield, Passavant Memorial Hospital, 
Chicago |! 


Executive Vice President 


Edwin L. Crosby, M.D., 840 North Lake Shore 
Drive, Chicago |! 


Secretary 


Maurice J. Norby, 840 North Lake Shore Drive; 
Chicago I! 


Assistant Secretary 
James E. Hague, 840 North Lake Shore Drive, 
Chicago 


Assistant Treasurer 


John E. Sullivan, 840 North Lake Shore Drive, 
Chicago II 


BOARD OF TRUSTEES 


Chairman: Frank S. Groner, Baptist Memoria! 
Hospital, Memphis 3, Tenn. 

John N. Hatfield, Passavant Memorial Hospital, 
Chicago II 

Jack Masur, M.D., Clinical Center, 
Institutes of Health, Bethesda 

Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


Term Expires 1961 


D. R. Easton, M.D.., 
Edmonton, Alta. 
Hilda H. Kroeger, M.D., Elizabeth Steel Magee 
Hospital, Pittsburgh 

Clarence E. Wonnacott, Latter-day Saints Hos- 
pital, Salt Lake City 3, Utah 

Term Expires 1962 

George T. Bell, Hospital Service Association of 
Northeastern Pa.. Wilkes-Barre, Pa. 

Philip D. Bonnet, M.D.. Massachusetts Memoria! 
Hospitals, Boston 

James M. Daniel, Columbia Hospital of Rich- 
land County, Columbia, S.C. 

Stanley A. Ferguson, University Hospitals of 
Cleveland, Cleveland 6 

Term Expires 1963 

Donald W. Cordes, lowa Methodist Hospital, 
Des Moines |4, lowa 

Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 1|4 

William S. McNary, Michigan Hospital Service, 
Detroit 26 

Boone Powell, Baylor University Medical Center 
of Dallas, Dallas 10, Tex. 


COORDINATING COUNCIL 


Choirmon: Jack Masur, M.D., Clinical Center, 
National Institutes of Health, Bethesda 14, Md. 


National 
d. 


Royal Alexandra Hospital, 
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J. Milo Anderson, Presbyterian Medical Center, 
San Francisco 

Robin C. Buerki, M.D.., 
Detroit 2 

George E. Cartmill, Harper Hospital, Detroit | 

Dean A. Clark, M.D., Massachusetts Genera! 
Hospital, Boston 

John A. Dare, Virginia Mason Hospital, Seattle | 
Frank S. Groner, Baptist Memorial Hospital Mem- 
phis 3, Tenn. 

T. Stewart Hamilton, M.D., Hartford Hospital, 
Hartford 15, Conn. 

Mrs. Harry Milton, Jewish Hospital of St. Louis 
Auxiliary, St. Louis 3! 


Henry Ford Hospital, 


COMMITTEE ON NOMINATIONS 


Chairman: Albert W. Snoke, M.D., Grace-New 
Haven Community Hospital, New Haven 4, 
Conn. 

Term Expires 1961 

Rev. Bolton Boone, Methodist Hospital, Dallas 

ex. 

Term Expires 1962 

Tol Terrell, Shannon West Texas Memoria! Hos- 
pital, San Angelo, Tex. 

G. Otis Whitecotton, M.D., Highland-Alameda 
County Hospital, Oakland, Calif. 

Term Expires 1963 

Frank C. Sutton, M.D., Miami Valley Hospital, 
Dayton 9, Ohio 

Ray Amberg, University of Minnesota Hospitals, 
Minneapolis 

Terms Expires 1964 

|. Pickens, Duke Endowment, Charlotte 


COMMITTEES of the BOARD 
Committee on Awards 
Anonymous 


Committee on Finance 


Chairman: Frank S. Groner, Baptist Memorial 
Hospital Memphis 3, Tenn. 

Edwin L. Crosby, M.D., 840 North Lake Shore 
Drive, Chicago 

John N. Hatfield, Passavant Memorial Hospital, 


Chicago 


Committee on Listings 


Chairman: Edwin Lt. Crosby, M.D., 840 North 
Lake Shore Drive, Chicago |! 

(The regularly appointed members of this com- 
mittee, listed below, also serve as represento- 
tives to the Joint Commission on Accreditation 
of Hospitals; their appointments terminate as 
of December 3! of the years shown.) 

Term Expires 1960 

Frank R. Bradley, 
Louis 

Rt. Rev. Msgr. Donald A. McGowan, National 
Catholic Welfare Conference, Washington 5 

Term Expires 1961 

Ray E. Brown, University of Chicago Clinics, 
Chicago 37 

Albert W. Snoke, M.D., Grace-New Haven Com- 
munity Hospital, New Haven 4, Conn. 

Term Expires 1962 

Stuart K. Hummel, 
waukee 

Jack Masur, M.D.., 
institutes of Health, Bethesda /4, 

Russell A. Nelson, M. D.. Johns Hopkins Hospital, 
Baltimore 5 


M.D., Barnes Hospitol, St. 


Columbia Hospital, Mil- 


Clinical Center, National 


venient reference during the coming year. You may wish 
to insert this section in your copy of the August 1960 
Guide Issue, Part 2. 


Most of the appointments in this directory are for one- 
year terms. Where the appointment is for more than one 
year, the year of termination is shown. 


Subcommittee on Hospital Architects’ 
Qualifications 

Chairman: Albert H. Scheidt, Dallas County Hos- 
pital District, Dallas 19, Tex. 

Term Expires 1961 

Gilbert O. Lindgren, Trinity Lutheran Hospital, 
Kansas City 8, Mo. 

E. Todd Wheeler, Perkins and Will, 309 W. 
Jackson Bivd., Chicago 6 

Term Expires 1962 

Wesley G. Lamer, Physicians and Surgeons Hos- 
pital, Portland 9, Ore. 

Harold Olson, Skidmore, Owings and Merrill, 
425 Park Ave., New York 22 

Term Expires 1963 

John J. Bourke. M.D., 
Health, 84 Holland Ave., Albany 8, N.Y. 

Roscoe P. DeWitt, architect, 2025 Cedar Springs, 
Dailas |, Tex. 


Committee on Resolutions 


The Boord of Trustees acts as a referral com- 
mittee to which resolutions shall be submitted 
prior to being placed before the House of 
Delegates 


State Department of 


Representatives to Joint Committees and 
Joint Commissions With Other Organizations 


Commission on Professional and Hospital 
Activities, Inc. 

Term Expires 1961 

Maurice J. Norby, 840 North Lake Shore Drive, 
Chicago |! 

Term Expires 1962 


Madison 8. Brown, 
Drive, Chicago I! 


inter-Association Committee on Health Repre- 


M.D., 840 North Lake Shore 


Association, American Nurses’ 
American Public Health Association, and 
American Public Welfare Association 


Frank S. Groner, Baptist Memorial Hospital, 
Memphis 3, Tenn. 

Jack Masur, M.D. 
institutes of Health. Besthesda 14, , 

Russell A. Nelson, M. b.. Johns Hopkins Hospital, 


Baltimore 5 


Joint Advisory Committee of Nine, Represent- 


Clinical Center, National 


Frank S. Groner, Baptist Memorial Hospitol, 
Memphis 3, Tenn. 

Jock Masur, M.D., Clinicol Center, 
Institutes of Health, Bethesda |4, Md. 
Russell A. Nelson, M. D.. Johns Hopkins Hospital, 


Baltimore 5 


Joint Commission on Accreditation of Hospitals 


The regularly appointed members of the Com- 
mittee on Listings are also the representatives 
to the Joint Commission on Accreditation o* 
Hospitals: their appointments terminate as of 
December 3! of the years shown. 


Nationa! 


Chairman of AHA group: Frank S. Groner, 
Baptist Memorial Hospital, Memphis 3, Tenn. 
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Md. 
senting American Dental Association, Ameri- 
can Hospital Association, American Medical 
4 
ing American Hospital Association, American 
Protestant Hospital Association, and Catholic 
Hospital Association 
Joint Committee of American College of Hospi- 
tal Administrators and American Hospital As- 
sociation 


Jack Masur, M.D., Clinical Center, 
Institutes of Health, Bethesda /4, 
Russell A. Nelson, M.D., Johns Hopkins Hospital, 

Baltimore 5 


Nationa! 


Association National 


pital League for 

Nursing 

Chairman of AHA group: Frank S. Groner, 
Baptist Memorial Hospital, Memphis 3, Tenn. 

Jack Masur, M.D.. Clinical Center, Nationa! 
institutes of Health, Bethesda |4, Md. 

Russell A. Nelson, M. D., Johns Hopkins Hospital, 
Baltimore 5 


Joint Committee of Trustees of American Hos- 
pital Association and American Medical As- 
sociation 


Chairman of AHA group: Frank S. Groner, Baptist 
Memorial Hospital, Memphis 3, Tenn. 

Jack Masur, M.D. Clinical Center, 
institutes of Health, Bethesda /4, 

Russell A. Nelson, M. D.., Johns Hopkins Hospital, 
Baltimore 5 


AMA-AHA Medicolegal Education Committee 
University of Chicago Clinics, 


Nationa! 


Ray E. Brown, 
Chicago 37 
August H. Groeschel, M.D., Society af the New 
York Hospital, New York 2! 

James E. Ludiam (Address: 621 Hope St., Los 
Angeles 17), California Hospital Association, 
San Francisco 2 


Counc! te Improve the Care of the 
A 


Ray E. Brown, University of Chicago Clinics, 
Chicago 37 

Edwin L. Crosby, M.D., 840 North Lake Shore 
Drive, Chicago II 

Frank S. Groner, 
Memphis 3, Tenn. 


National Health Council 


Ray Amberg, University of Minnesota Hospitals, 
Minneapolis |4 

Henry N. Pratt, M.D., Society of the New York 
Hospital, New York 2! 

Kenneth Williamson, Washington Service Bureau, 
Mills Bldg., St. and Pennsylvania Ave.., 
N.W., Washington 6 


Committee of Federal Medical Services 


Chairman: Robinson E. Adkins, Veterans Admin- 
istration, Washington 25 

Brig. Gen. John K. Cullen, MC, USAF, Deputy 
Surgeon General, Department of the Air Force, 
Washington 25 

Joseph A. Gallagher, M.D., Department of 
eas Education, and Welfare, Washington 


Maj. Gen. T. J. Hartford, MC, USA, Acting 
Surgeon General, Department of the Army, 
Washington 25 

Rear Adm. E. S. Kenney, MC, USN, Deputy 
Surgeon General, Department of the Navy, 
Washington 25 


White House Conference on Aging 


Philip D. Bonnet, M.D., Massachusetts Memoria! 
Hospitals, Boston 

Robin C. Buerki, M.D., Henry Ford Hospital, De- 
troit 8 

Frank S. Groner, 
Memphis 3, Tenn. 

T. Stewart Hamilton, M.D., Hartford Hospital, 
Hartford 15, Conn. 

Kenneth W. Williamson, Washington Service 
Bureau, Mills Bldg., !7th St. and Pennsylvania 
Ave., N.W., Washington 6 


Baptist Memorial Hospital, 


Baptist Memorial Hospital, 


COUNCIL ON ADMINISTRATIVE PRACTICE 


Chairman: Peas: E. Cartmill, Harper Hospital, 
Detroit 

Term oh 1961 

Mark Berke, Mount Zion Hospital and Medica! 
Center, San Francisco {5 

James M. Crews, Methodist Hospital, Memphis 
4, Tenn. 

William K. Klein, Long Island College Hospital, 
Brooklyn |, N.Y. 

Term Expires 1962 

George W. Graham, M.D., Ellis Hospital, Sche- 
nectady 8, N. 

Victor F. Ludewig, George Washington Univer- 
sity Hospital, Washington 

Russell H. Miller, University of Kansas Medical 
Center, Kansas City !2, Kans. 

Term Expires 1963 

Alvin J. Binkert, Presbyterian Hospital in the 
City of New York, New York 32 

—_ M. Danielson, Evanston Hospital, Evanston, 

Jack A. L. Hahn (vice chairman), Methodist 
Hospital of Indiana, Indianapolis 

Secretary: William T. Middlebrook Jr., 840 North 
Lake Shore Drive, Chicago !! 
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Committee on Accounting and Business Practices 


Chairman: Robert A. Moigren, St. Luke's Hospi- 
tal, Kansas City 
Paul Bourgeois, M. D., 
Montreal 24, Que. 
Kenath Hartman, Chicago Wesley Memorial 
Hospital, Chicago 

Henry Lahaug, State Hospital, Jamestown, N.Dak. 

Brady Lee Mootz, City Memorial Hospital, 
Winston-Salem 4, N.C. 

Marcus G. Myers, Parkview Memorial Hospital, 
Fort Wayne 3, Ind. 

William K. Turner, Newport Hospital, Newport, 


Hépita!l Notre-Dame, 


R.1. 
Advisor: Ralph S. Johns, Haskins & Sells, 141 W. 
Jackson Bivd., Chicago 4 


Committee on Disaster Planning 


Chairman: Joseph W. Hinsley, Lake Charles 
Memorial Hospital, Lake Charles, La. 

Henry G. Brickman, Massachusetts Hospital As- 
sociation, Boston 8 

Mrs. Palmer Gaillard Jr. (Address: 30! E. Del- 
wood Dr., Mobile 17, Ala.), Mobile Infirmary 
and Mobile Infirmary Women's Auxiliary 

John N. Hatfield ||, Burlington County Hospital, 
Mount Holly, N.J. 

Sister M. Henrietta, R.N., Mercy Hospital, Canton 
2, Ohio 

Frank R. McDouga!l!, Donald N. Sharp Memoria! 
Community Hospital, San Diego I!, Calif. 

Roger B. Samuelson, Susan B. Allen Memoria! 
Hospital, El Dorado, Kans. 

Consultants: W. Paimer Dearing, M.D., Office of 
Civil and Defense Mobilization, Washington 25 

—— C. Lueth, M.D., 636 Church St., Evanston, 


Committee on Disaster Planning and Accredi- 
tation of Hospitals 


John N. Hatfield |!, Burlington County Hospital, 
Mount Holly, N.J. 

Sister M. Henrietta, R.N.., 
Canton 2, Ohio 

Joseph W. Hinsley, Lake Charles Memoria! 
Hospital, Lake Charles, La. 


Mercy Hospital, 


Committee on Engineering and Maintenance 


Chairman: C. Franklin Fielden Jr.., 
Hospital, Colorado Springs, Colo. 

Joseph W. Degen, Massachusetts General Hos- 
pital, Boston 

Phillip Dreifuss, Menorah Medical Center, Kansas 


Memoria! 


City 10, Mo. 
Ernest C., Gray Jr., Lake Forest Hospital, Lake 
Forest, Ill. 


Paul W. Kempe, Silver Cross Hospital, Joliet, Ill. 

Leland J. Mamer, Bellevue Medical Center, 
New York 16 

*. E. Robinson, Children's Hospital, Winnipeg 
, Man. 


Departmental Committee of Personal Member- 
ship Department for Hospital Engineers 

Chairman: John A. Holbrook, Presbyterian-St. 
Luke's Hospital, Chicago (196!) 

Term Expires 1961 

Harvey J. Caddell, William Beaumont Hospital, 
Royal Oak, Mich. 

Vance L. Cecil Jr., (vice chairman), University 
of Arkansas Medical Center, Little Rock, Ark. 

C. Franklin Fielden Jr... Memorial Hospital, 
Colorado Springs, Colo. 

Herbert M. Gaskill, Atlantic City Hospital, 
Atlantic City, NJ. 

Orville E. Koppenhaver, Colorado General Hos- 
pital, Denver 

Term Expires 1962 

T. Joseph Hogan, Miners Memorial Hospital 
Association, Williamson, W.Va. 

Term Expires 1963 

John T. James, Department of Continuing Edu- 
cation, Catholic Hospital Association, St. 
Louis 4 


Nominating Committee of Personal Membership 
Department for Hospital Engineers 

Chairman: Glover H. Boone, Passavant Memorial 
Hospital, Chicago I! (1961) 

Term Expires 1962 

Arthur D. Barnes, Memorial Center for Cancer 
and Allied Diseases, New York 2! 

Term Expires 1963 


Leland J. Mamer, Bellevue Medical Center, 
New York 16 


Danie! M. Roop, 1445 E. Crestwood Dr., Memphis 
17, Tenn. 


Committee on Hospital Design and Construction 


Chairman: Albert H. Scheidt, Dallas County 
Hospita! District, Dallas 19, Tex. 

Roy Hudenburg, Community Health Association, 
Detroit 7 

Clifford F. Schwarberg Jr., Presbyterian Inter- 
Community Hospital, Whittier, Calif. 


James J. Souder, Kiff, Colean, Voss and Souder, 
230 Park Ave., New York 17 

John D. Thompson, Yale University Department 
of Public Health, New Haven |!, Conn. 

E. Todd, Wheeler, Perkins and Will, 309 W. 
Jackson Bivd., Chicago 6 

Frank "Grady Memorial Hospital, At- 
lanta 


Committee on Hospital Organization 


Chairman: Herbert M. Krauss, Latrobe Hospital, 
Latrobe, Pa. 

Sister Ann Raymond, R.N.., 
tal, Las Vegas, N.Mex. 

Pat N. Groner, daptist Hospital, Pensacola, Fia. 

Barbara J. Lee, University Hospital, Little Rock, 
Ark. 

Richard D. Wittrup, University Hospital, Uni- 
versity of Kentucky Medical Center, Lexington, 


Ky. 


Committee on Insurance for Hospitals 


Chairman; Ronald D. Yaw, Blodgett Memorial 
Hospital, Grand Rapids 6, Mich. 

Robert H. Boone, Fayette County Hospital, 
Fayette, Ala. 

John L. Brown, my | Hospital of Greater 
Syracuse, Syracuse 2, N.Y 

Ronald T. Hanson, Brookings Municipal Hospital, 
Brookings, $.Dak. 

Ted O. Lloyd, Missouri Hospital Association, 
Jefferson City, Mo. 

Wade Mountz, Norton 
Louisville 3, 

Z. Thomas _ Charlotte Memorial Hospital, 
‘Charlotte 3, N.C, 

Advisors: James E. Ludiam (Address: 621 Hope 
St., Los Angeles California Hospital As- 
sociation, San Francisco 2 

William T. Robinson, Hospital Association of 
New York State, Albany 7, N.Y. 


Committee on Laundry and Housekeeping 


Chairman: Robert M. Jones, Waukesha Memoria! 
Hospital, Waukesha, Wis. 

Robert E. Adams, Research Hospital, 
City 8, Mo. 

Frank G. Bruesch, Harper Hospital, Detroit | 

Mrs. Mildred L. Chase, Glendale Sanitarium & 
Hospital, Glendale 6, Calif. 
Robert M. Dobson, New York City Department 
of Hospitals, 125 Worth St., New York 13 
Robert Guy, Baton Rouge ‘General Hospital, 
Baton Rouge |, La. 

Mrs. Helen K. Johnson, Menninger Foundation, 
Topeka, Kans. 

Advisor: Donalda N. Smith, University Hospitals 
of Cleveland, Cleveland 6 


St. Anthony's Hospi- 


Memorial Infirmary, 


Kansas 


Committee on Methods Improvement 


Chairman: Kenneth J. Shoos. St. Luke's Hospital, 
Cleveland 4 

Lad F. Grapski, University Hospital, Baltimore | 

Carl T. Heinze, University of Illinois Research and 
Educational Hospitals, Chicago 12 


William L. Loving, Northwestern Hospital, 
Minneapolis 7 
Wilbur C. McLin, Community Hospital of In- 


dianapolis, Indianapolis | 
Stanley R. Nelson, Parkview Memorial Hospital, 
Fort Wayne 3, Ind. 
Harold E. Smalley, Georgia Institute of Tech- 
nology, Atlanta 13 


Committee on Personnel Administration 


Chairman: Sidney Lewine, Mount Sinai Hospital 
of Cleveland, Cleveland 6 

George J. Bartel, Monmouth Memoria! Hospital, 
Long Branch, NJ. 

Richard W. Blaisdell, 
lingame, Calif. 

Raymond F. Farwell, Swedish Hospital, Seattle 4 

Owen B. Hardy, Phoebe Putney Memorial Hospi- 
tal, Albany, Ga. 

Joseph V. Terenzio, Brooklyn Hospital, Brooklyn 
1, N.Y. 

Mortimer W. Zimmerman, Louis A. Weiss Me- 

morial Hospital, Chicago 40 


~—— on Purchasing, Simplification and 

tandardization 

Chairman: Paul E. Widman, Cleveland Clinic 
Hospital, Cleveland 6 

Herbert A. Anderson, Lincoln General Hospital, 
Lincoln 2, Nebr. 

Norman R. Brown, Concord Hospital, Concord, 


Peninsula Hospital, Bur- 


N.H, 

Charles E. Burbridge, Ph.D., Freedmen's Hospital, 
Washington 25 

Robert E. Griffiths, Appleton Memoria! Hospital, 
Appleton, Wis. 

Sister Miriam Francis, Holy Cross Hospital, 
Salt Lake ag 2, Utah 

Rev. Timothy O'Brien, Catholic Charities, 
Archdiocese of San Francisco, 1825 Mission 
St., San Francisco 3 

Demetri Paris, Purchase and Contract Division, 
Veterans Administration, Washington 25 

Andre Schabracq, New Mount Sinai Hospital, 
Toronto 2, Ont. 


HOSPITALS, J.A.H.A. 


» 
| 


Advisory of Personal Membership 
Department for Hospital Purchasing Agents 
Chairman: Leonard C. Bauley, Detroit Memoria! 
Hospital, Detroit 26 
Wallace O, Banker, 

York 19 
Joseph F. Hill Jr.. Ph.D.. Massachusetts General 
Hospital, Boston 14 

Richard L. Johnson, Hospital Administration, 
BB-361 University Hospital, Seattle 5 
Richard W. Kaiser, Trinity Hospital, Minot, N.Dak. 
Charles Lucke, Missouri Baptist Hospital, St. 
Louis 8 

Myrtle McGarity, Greenville General Hospital, 
Greenville 


Roosevelt Hospital, New 


Robert H. ieman, Charles T. Miller Hospital, 
St. Paul 2 

Paul E. Widman, Cleveland Clinic Hospital, 
Cleveland 6 


Nominating Committee of Personal Member- 


Chairman: Robert H. Nieman, Charles T. Miller 
Hospital, St. Paul 2 (1961) 


Term Expires 1962 


Wallace O. Banker, 
York 19 


Term Expires 1963 


Myrtle McGarity, Greenville General Hospital, 
Greenville, S.C. 


Term Expires 1964 
Jason Blake, Michael Reese Hospital, Chicago 16 


Roosevelt Hospital, New 


Committee on Safety 


Chairman: John F. Wymer Jr.. Good Samaritan 
Hospital, West Paim Beach, Fla. 

Gerald L. Aldridge, Theda Clark Memorial 
Hospital, Neenah, Wis. 

lvan . Anderson, Newman Memoria! County Hos- 
pital, Emporia, Kans. 

Albert L. Boulenger, Good Samaritan Hospital, 
Vincennes, Ind. 
Samuel S. Cohen, 
Montreal 26, Que. 
George J. Thomas, M.D., St. Francis General 
Hospital and Rehabilitation Institute, Pitts- 

burgh | 

William H. Thrasher, DeKalb General Hospital, 
Decatur, 

Advisor: Raymond C. Ellis Jr., 
Council, Chicago II 


Jewish General Hospital, 


National Safety 


Committee on Use of Radio Communications by 
Hospitals 


Chairman: George W. Graham, M.D., Ellis 
Hospital, Schenectady 8, N.Y 

Bernard L. Felton, Connecticut Hospital Associa- 
tion, New Haven il, Con 

William N. Wallace, ‘Charles T. Miller Hospital, 
St. Paul 2 

Royal Weller, Ph.D. 


Stromberg-Carlson Com- 
pany, 100 Carlson Rd. 


Rochester 3, N.Y. 


Committee to Meet with National Health and 
Welfare Retirement Association, Inc. 


Chairman: George W. Graham, M.D. Ellis Hos- 
pital, Schenectady 8, N.Y. 

my wane? J. Lanigan, 840 North Lake Shore Drive, 
Chicago II 

Ronald D. Yaw, Blodgett Memorial Hospital, 
Grand Rapids 8, Mich. 


Representatives to Joint Committees and 
to Committees of Other Organizations 


Advisory Committee of Division of Health 
Mobilization, U.S. Public Health Service 


Henry G. Brickman, 
Association, Boston 

John N. Hatfield Il, Burlington County Hospital, 
Mount Holly, NJ. 

Joseph W. Hinsley, Lake Charles Memoria! 
Hospital, Lake Charles, La. 

py Moore, Rideout Hospital, 
alif. 


Joint Committee with American Association of 
Hospital Accountants and Catholic Hospital 
Association 


Molgren, St. Luke's Hospital, Kansas 
City Mo. 

Marcus G6. Myers, Parkview Memorial Hospital, 
Fort Wayne 3, Ind. 


Massochusetts Hospital 


Marysville, 


Industrial Conference and Small Business and 
Associations Committee, National Safety 


Edward J. Miller, 840 North Lake Shore Drive, 
Chicago 


Committee on Safety to Life, National Fire Pro- 
tection Association 


Roger C. Mellem, 840 North Lake Shore Drive, 
hicago I! 
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Representatives to Committees of 
United States Department of Commerce 
and American Standards Association 


Wallace O. Banker, 
York 19 
CS146-47 Gowns for Hospital Patients 
Franklin D. Carr, Detroit Memorial Hospital, 
Detroit 26 
R249 Plastic Tableware 
Paul E. Cash, Kentucky Baptist Hospital, Louis- 
ville 4, Ky. 
RB6 Surgical Gauze 
R133 Surgical Dressings 
Eugene M. Dawson, Department of Menta! Hygiene 
and Correction, 65 S. Front St., Columbus (5, 
Ohio (Roger C. Mellem, alternate) 
TX-5385 Casters, Wheels and Glides for Hos- 
pital Equipment 
Roger W. DeBusk, M.D., Grace Hospital, Detroit | 
CS37-31 Steel Bone Plates and Screws 
Robert J. Dobson, New York City Department 
of Hospitals, 125 Worth St.. New York 13 
Z8 Sectional Committee, Safety Code for Laun- 
dries and Dry Cleaning 
Mrs. Elizabeth C. Downes, 
Hospital, Montclair, NJ. 
K63 Subcommittee |—Hand and Dishwashing 
Compounds 
— Dunn, The Memoria! Hospital, Wilmington 
6, Del. 
R85 Adhesive Plaster 
Anthony W. Eckert, Perth Amboy General Hos- 
pital, Perth Amboy, N.J. 
ISO/TC 75 Conference on 
Stretcher Carriers 
Mrs. Katherine E. Fiack, Department of Menta! 
Hygiene, State Office Bidg.,. Albany |, N.Y. 
(Aimee WN. Moore, Ph.D., New York State 
College of Home Economics, Cornel! University, 
Ithaca, N.Y., alternate) 
Z50 Safety Code for Bakery Equipment 
Z64 Mass Feeding Kitchen Utensils and Con- 
tainers 
Edgar L. Geibel, Stamford Hospital, Stamford, 
Comm (Madison 8. Brown, M. alternate) 
Section Committee Z79 on Standardization of 
Anesthetic Equipment 
ISO/TC 76 Transfusion Equipment for Medica! 


Use 
Roald B. Glesne, Methodist Hospital, Gary, 
Ind. (Roger C. Mellem, alternate 
R106 Hospital Plumbing Fixtures 
CS$20-49 Vitreous China Plumbing Fixtures 
Vincent W. Godlesky, Beth Israe! Hospital, Bos- 
ton 15 
CSI-52 Clinical Thermometers 
Leonard P. Goudy, Proctor Community Hospital, 


Roosevelt Hospital, New 


The Mountainside 


Stretchers and 


Peoria 6 Ili. (Normon R. Brown, Concord 
Hospital, Concord, N.H., alternate) 
American Standards Association Consumer 


Goods, Stondards Board 
Reuben H. Graham, North Carolina Baptist 
Hospital, Winston-Salem 7, N.C. 
R-24 Hospital Beds 
CS54-36 Mattresses for Hospitals 
CS55-36 Mattresses for Institutions 
CS182-5! Latex Foam Mattresses for Hospitals 
Raymond H. Layer, Hospital Bureau, Inc.., 
55th St.. New York 
R74 Hospital and Institutional Cotton Textiles 
L4 Specifications and Standards for Sheets and 
Sheeting 
L22 Rayon Finished Fabrics 
Subcommittee ||—Metal Polishing Products 
Leland J. Mamer, Bellevue Medica! Center, 
New York 16 
Ké3 Minimum Performance Standards for In- 
stitutional Cleaning and Maintenance Supplies 


Subcommittee !! Surface Cleaning Products 
Subcommittee IV Floor and Furniture Polishing 
Products 


Roger C. Mellem, 840 North Lake Shore Drive, 
hicago |! (Gerald A. Weidemier, alternate) 
AY Building Exit Codes 
Col. Allen Pappas, MSC, Brooke Army Medical 
Center, Fort Sam Houston, Tex. 
R176 Color Marking for Anesthetic Gas itatons 


Cornelia C. Pratt, Hospital Center at Orange, 
Orange, N.J. 
L!2 Bedding and Upholstery 

Harold A. Schneider, Maimonides Hospital, 


Brooklyn N.Y. 
R224 Medical and Surgical Hypodermic Needles 
(for Hospital Use) 
Z70 Conference on Hypodermic Syringes and 
Needles 
ISO/TC 84 Syringes and Needles 
Bernhard Steinberg, M.D.. Toledo Hospital, 
Toledo 6, Ohio 
ISO/TC 48 Laboratory Glassware and Related 
Apporatus 
Lloyd L. Sundquist, Procurement Section, Nationa! 
Institutes of Health, Bethesda /4, 
R240 Clinical Utensils, Aluminum, 
Stee! and Stainless Stee! 
Peter B. Terenzio, Roosevelt Hospital, New York !9 
Z66 Prevention or Control of Hazards to 
Children 
George J. Thomas, M.D., St. Francis General 
Hospital and Rehabilitation Institute, Pitts- 
burgh | 
Z79 Section Committee on Standardization of 
Anesthetic Equipment 


Enameled 


J. Hasbrouck Wallace, Grace-New Haven Com- 
munity Hospital, New Haven 4, Conn. 
R239 Surgical Sutures 
CS136-46 Blankets for Hospitals 


Paul E. Widman. Cleveland Clinic Hospital, 
Cleveland 6 

R40 Hospital Chinowore 

CS38-32 Hospital Rubber Sheeting 

CS40-32 Surgeons Rubber Gloves 

CS41-32 Surgeons Latex Gloves 

CS114-43 Hospital Sheeting for Mattress Pro- 


tection 


COUNCIL ON ASSOCIATION SERVICES 


Chairman: John A. Dare, Virginia Mason Hospital, 
Seattle | 

Term Expires 1961 

Avery M. Millard, California Hospital Associa- 
tion, San Francisco 

Sister Rose Marie (vice chairman), St. Mary's 
Hospital, Pierre, 

Rev. Granger Westberg, University of Chicago 
Clinics, Chicago 37 

Term Expires 1962 

William S. Brines, Newton-Wellesiey Hospital, 
Newton Lower Falls 62, Mass. : : 

J. A. Gilbreath, Arkansas Baptist Hospital, Little 
Rock, Ark. 

Richard Lubben, 
Richland, Wash. 

Term Expires 1963 

Gene Kidd, Baptist Hospital, Nashville 4, Tenn. 

Stuart W. Knox, Connecticut Hospital Association, 
New Haven Conn. 

Stanley W. Martin, Ontario Hospital! Association, 
Toronto 7, Ont. 

Secretary: Jack W. Owen, 840 North Lake Shore 
Drive, Chicago I! 


Committee on Metropolitan Hospital Associations 


Chairman: Donald E. Wood, Twin City Regional 
Hospital Council, St. Paul 

Henry G. Brickman, Massachusetts Hospital As- 
sociation, Boston 8 

Howard F. Cook, 
Chicago 

Joseph . Henry, Middlesex General Hospital, 
New Brunswick, N. 

Susan S. Jenkins, Kansas Area Hospital! 
Association, Kansas Ci a 4| 

J. Herold Johnston, Middle Atlantic Hospital 
Assembly, Trenton 9, N.J. 

E. W. Miller, Huron Road Hospital, Cleveland !2 


Committee on Program for Hospital Chaplains 


Chairman: Rev. Granger Westberg, University of 
Chicago Clinics, Chicago 37 

Leo M. Lyons, American Protestant Hospital As- 
sociation, Chicago I! j 

Rabbi Irvin M. Melamed, Chicago 5 

Sister Rose Marie, St. Mary's Hospital, Pierre. 
$.Dak. 


Committee on Regional Hospital Associations 


Chairman: J. Harold Johnston, Middle Atlantic 
Hospital Assembly, Trenton 9, 

Henry G. Brickman, Massachusetts Hospital As- 
sociation, Boston 8 

William Huff. Caorolinas-Virginias Hospital 
Conference. Charleston |, a. 

Melvin C. Scheflin, Association of Western Hos- 
pitals, San Francisco 8 

Glen Taylor, Upper Midwest Hospital Confer- 
ence. Minneapolis 

Donald E. Wood, Twin City Regional Hospital! 
Council, St. Paul 14 

Ray P. Woodham, Presbyterian Hospital Center, 
Albuquerque, N.Mex. 


Committee on State Hospital Associations 


Chairman: Henry G. Brickman, Massachusetts 
Hospital Association, Boston 8 

Charles S. Billings, Kansas Hospital Association, 
Topeka, Kons. 

Charles W. Flynn, Mississippi Hospital Associa- 
tion, Jackson, Miss. 

J. Harold Johnston, Middle Atlantic Hospital 
Assembly, Trenton 9, 

G. C. Long Jr., Alabama Hospital Association, 
Montgomery 1, Ala. 

Delbert L. Price. Children's Memorial Hospital, 
Chicago 1/4 

Donald E. Wood, Twin City Regional Hospital 
Council, St. Paul 14 


ON BLUE CROSS, FINANCING 
AND PREPAYMENT 


Chairman: J. Milo Anderson, Presbyterian Medi- 
cal Center, San Francisco 15 


Term Expires 1961 
N. D. Helland, Group Hospital Service, Tulsa |, 


Kadlec Methodist Hospital, 


Chicago Hospital Council, 


a. 

Fredric P. G. Lattner, Hospital Service, inc. of 
lowa, Des Moines 7, lowa 

John H. Zenger, Utah Valley Hospital, Provo, 
Utah 
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Term Expires 1962 

H. A. Schroder, ig Cross of Florida, Inc.., 
Jacksonville |, 

Robert M. feel Hospital Council of Western 
Pennsylvania, Pittsburgh 13 

Tol Terrell, Shannon West Texas Memorial Hos- 
pital, San Angelo, Tex. 

Term Expires 1963 

Robert T. Evans, Hospital Service Corporation, 
Chicago 90 

John R. Mannix (vice chairman), Blue Cross of 
Northeast Ohio, Cleveland 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 

Secretary: Maurice J. Norby, 840 North Lake 
Shore Drive, Chicago |! 


Committee on Hospital-Blve Cross Relations 


Chairman: Richard C. Brockway, Massachusetts 
Hospital Service, Inc., Boston 

Sam J. Barham, Kansos Hospital Service Asso- 
ciation, Inc., Topeka, Kans. 

Charles E. Braithwaite, Hospital Service Corpo- 
ration of Western New York, Buffalo 2, N.Y. 

C. J. Kretchmer, Washington Hospital! Service, 
Seattle | 

Donald R. Newkirk, Ohio Hospital Association, 
Columbus 15, Ohio 

R. Ashton Smith, Lawrence General Hospital, 
Lawrence, Mass. 

Edward K. Warren, Greenwich Hospital, Green- 
wich, Conn. 


Committee on Planning and Financing 


Chairman: Duane Johnson, University of 
Nebraska Hospital, Omaha 5, Nebr. 

Gordon R. Cumming, State Department of Public 
Health, Hospital Facilities Division, Berkeley 


Karl S. Klicka, M.D.. Hospital Planning Council 
for Metropolitan Chicago, Inc., Chicago 3 
Bennett J. McCarthy, Michigan Hospital Service, 
Detroit 26 

Richard P. MacLeish, Colorado Hospital Associa- 
tion, Denver 4 

Allen W. Merrell, Greater Detroit Area Hospita! 
Council, Inc., Detroit 26 

J. E. Smits, Kaiser Foundation, Los Angeles 4 

Consultants: Jack C. Haldeman, M.D., U.S. Public 
Health Service, Division of Hospital and 
Medical Facilities, Washington 25 

Morris Hinenbura, ,. Federation of Jewish 
Philanthropies of New York, 130 E. 59th St.. 
New York 22 

James J. Souder, Kiff, Colean, Voss and Souder, 
230 Park Ave., New York !7 


Committee on Standards and Evaluation 


Chairman: Richard O. Cannon, M.D.. Vanderbilt 
University Hospital, Nashville 5. Tenn. 

J. Douglas Colman, Associated Hospital! Service 
of New York, New York 16 

Earl H. Kammer, Hospital Care Corporation, 
Cincinnati 6 

Rt. Rev. Msgr. Robert A. Maher, director of 
health and hospitals, Diocese of Toledo, Toledo 


Walter J. Rome, Children's Hospital of Pitts- 
burgh, Pittsburgh 13 

Samuel J. Tibbitts, California Hospital, Los 
Angeles 15 

Richard C. Williams, Mississippi Hospital and 
Medical Services, Jackson 5, Miss. 


COUNCIL ON GOVERNMENT RELATIONS 


Chairman: Robin C. Buerki, M.D., Henry Ford 
Hospital, Detroit 2 


Term Expires 1961 


Rev. Stephen K. Callahan, — Lady of fatione 


Hospital, Providence 4, 
Kenneth Holmauist. Bog Hospital. St. Paul 3 
William L. Wilson (vice chairman), Mary Hitch- 
cock Memorial Hospital, Hanover, N.H. 
Term Expires 1962 
Ww. Earngey Jr., Harris Hospital, Fort Worth 


Clyde Sibley, Baptist Hospitals, 
Birmingham Ala 
W. W. Stadel, M.D., San Diego County Genera! 
Hospital, San Diego 3, Calif. 
Term Expires 1963 
Louis ~ Blair, St. Luke's Hospital, Cedar Rapids, 


low 
Carl C. Lamley, Stormont-Vail Hospital, Topeka, 


Kans. 

James P. Richardson, Presbyterian Hospital, 
Charlotte |, N.C. 

Secretary: Kenneth Williamson, Washington Serv- 
ice Bureau, Mills Bldg., I7th St. and Pennsy!- 
vania Ave., N.W.., Washington 6 


Committee for Medicare 


Chairman: William L. Wilson, Mary Hitchcock 
Memorial Hospital, Hanover. N.H. 

J. Milo Anderson, Presbyterian Medical Center, 
San Francisco 15 
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Ray E. Brown, University of Chicago Clinics, 
Chicago 37 

T. Stewart Hamilton, M.D., Hartford Hospital, 
Hartford 15, Conn. 

Albert W. Snoke, M.D., Grace-New Haven Com. 
munity Hospital, New Haven 4, Conn. 


Committee on International Relations 


Chairman: Robin C. Buerki, M.D., Henry Ford 
Hospital, Detroit 2 

Ray Amberg, University of Minnesota Hospitals, 
Minneapolis 14 

Abraham Horwitz, M.D., World Health Organi- 
zation, New Hampshire Ave., W., 
Washington 5 

H. van Zile Hyde, M.D., Division of International 
Health, U.S. Public Health Service, Washington 


25 

Albert W. Snoke, M.D., Grace-New Haven Com- 
munity Hospital, New Haven 4, Conn. 

Tol Terrell, Shannon West Texas Memorial Hospi- 
tal, San Angelo, Tex. 


Committee on Veterans Relations 


Chairman: W. W. Stadel, M.D., San Diego County 
Genera! Hospital Son Diego 3, Calif. 

Jean D. Conklin, R. N., Gillette State Hospital for 
Crippled Children, St. Paul 6 

Richard R. Griffith, ‘Delaware Hospital, Wilming- 
ton |, Del. 

Matthew F. McNulty Jr., University Hospital and 
Hillman Clinic, Birmingham 3, Ala. 

Lester E. Richwagen, Mary Fletcher Hospital, 
Burlington, Vt. 


Advisory Committee to Civil Service Commis- 
sion on Federal Employee Health Insurance 


Chairman: William L. Wilson, Mary Hitchcock 
Memorial Hospital, Hanover, N.H. 

J. Milo Anderson, Presbyterian Medica! Center, 
Son Francisco 

Ray E. Brown, University of Chicago Clinics, 
Chicago 37 

T. Stewart Hamilton, M.D., Hartford Hospital, 
Hartford 15, Conn. 

Albert W. Snoke, M.D., Grace-New Haven 
Community Hospital, New Haven 4, Conn. 


Joint Committee to Study Health Problems of 
Aged Veterans 


Matthew F. McNulty Jr., University Hospital and 
Hillman Clinic, Birmingham 3, Ala. 

Henry N. Pratt, M.D., Society of the New York 
Hospital, New York 21 

Peter A. Volpe, M.D., University Hospital, Colum- 
bus 10, Ohio 


National Advisory Committee on Local Health 
Departments, National Health Council 


Vane M. Hoge, M.D., Washington Service Bureau, 
Mills Bldg., !7th St. and Pennsylvania Ave.., 
N.W., Washington 6 


Committee on Health Education, National 
Health Council 


Danie! S. Schechter, 840 North Lake Shore Drive, 
Chicago |! 


Committee on Research, National Health Council 


Dean A. Clark, M.D., Massachusetts Genera! 
Hospital, Boston 14 


Committee on State and Local Health Councils, 
National Health Council 


Jack W. Owen, 840 North Lake Shore Drive, 

Vane M. M.D., Washington Service Bureau, 
Mills Bide: “i7th St. & Pennsylvania Ave.., N.W.. 
Washington 6 


COUNCIL ON HOSPITAL AUXILIARIES 


Chairman: Mrs. Harry Milton (Address: 1162! 
Conway Rd., St. Louis 31), Jewish Hospital of 
St. Louis Auxiliary 

Term Expires 1961 

Mrs. Columbus Conboy (Address: 1885 Ruther- 
ford Ave., Louisville 5, Ky.), Ladies Auxiliary 
of St. Joseph Infirmary 

Mrs. Leonard A. Lang (Address: 5400 Edgewater 
Blvd., Minneapolis 17), Women's Auxiliary, 
Cambridge State Schoo! and Hospital, Cam- 
bridge, Minn. 

Mrs. Kurt A. Scharbau (Address: 2329 Clinton 
Rockford, II!.), Rockford Memoria! Hospital! 
Auxiliary 

Term Expires 1962 

Mrs. Robert N. Carson (Address: 77 Kingsbury 
Rd.. New Rochelle, N.Y.), New Rochelle (Hos- 
pital) League for Service, Inc. 

Max L. Hunt, Yakima Valley Memorial Hospital, 
Yakima, Wash. 

Melba Powell (vice chairman), (Address: 536 
Schoo! St., Clarksdale, Miss.), Coahoma County 
(Hospital) Woman's Auxiliary 


Term Expires 1963 

Mrs. Howard Barker (Address: 270 S. \2th St., 
Salt Lake City 3, Utah), Latter-day Saints 
Hospital Auxiliary 

Mrs. Vivien Ross, Royal Victoria Hospital, Mon- 
treal 2, Que. 

Richard O. West, Norwalk Hospital, Norwalk, 
onn. 

Secretary: Patricia Sussmann, 840 North Loke 
Shore Drive, Chicago |! 


Committee on Auxiliary Community Information 
Programs 

Chairman: Melba Powell (Address: 536 School 
St., Clarksdale, Miss.) Coahoma County (Hos- 
pital) Woman's Auxiliary 

Mrs. Chester A. Hoover (301 Ocean Ave., Santa 
Monica Calif.), Women's Auxiliary of Santo 
Monica Hospital 

Oliver G. Pratt, Rhode Island Hospital, Provi- 
dence 3, R.l. 

Cleveland Rodgers, Oklahoma Hospital Associ- 
ation, Tulsa |, Okla, 

Mrs. David Van Alstyne (Address: |!!5 Chest- 
nut St., Englewood, N.J.), Women's Auxiliary 
of Englewood Hospital 


Committee on Volunteer Service in Hospitals 


Chairman: Richard O. West, Norwalk Hospital, 
Norwalk, Conn. 

Anthony S. Dickens, Springfield City Hospital, 
Springfield 49, Ohio 

Mrs. Anne L. Gross, Mount Zion Hospital and 
Medica! Center, San Francisco |5 

Mrs. S. F. Ricker, (Address: 1737 Gurler Court, 
Orlando, Fia.), Orange Memorial Hospital 

Mrs. C. W. Kenney (Address: 220 S. Elm), North 
Platte Memorial Hospital, North Platte. Nebr. 


Committee to Review Manval of Operation— 
Gift Shops and Snack Bars 


Chairman: Mrs. Abraham E. Pinanski (Address: 
283 Buckminster Rd., Brookline, Mass.), Beth 
Israel Hospital Women's Auxiliary, Boston {5 

Mrs. Leon L. Freeman (Address: 2 Rodney Lane, 
Great Neck, L.I., N.Y.), North Shore Hospital! 
Auxiliary, Manhasset, L.!., N.Y. 

Mrs. James Porter (Address: 43 Maple Ave.. 
Greenwich, Conn.), Greenwich Hospital Aux- 
iliary 

Mrs. Raymond Wiley (Address: !7 Fort Joques 
Pi.. Ticonderoga, N.Y.), Moses Ludington Hos- 
pital Auxiliary 


COUNCIL ON PROFESSIONAL PRACTICE 


Chairman: T. Stewart Hamilton, M.D., Hartford 
Hospital, Hartford 15, Conn. 

Term Expires 1961 

Leonard O. Bradley, M.D., Winnipeg General 
Hospital, Winnipeg 3, Man. 

Richard D. Vanderwarker, Memorial Center for 
Cancer and Allied Diseases, New York 

David B. Wilson, M.D. (vice chairman), Uni- 
versity Hospital, Jackson 5, Miss. 

Term Expires 1962 

Henry T. Clark Jr.. M.D., University of North 
Carolina, Chapel Hill, N.C. 

Cecilia H. Hauge, R.N., Veterans Administration, 
Department of Medicine and Surgery, Wash- 
ington 25 

Henry N. Pratt, M.D., Society of the New York 
Hospital, New York 2! 


Term Expires 1963 
Paul R. Hanson, Emanuel Hospital, Portland !7, 


re. 
David Littaver, M.D., Jewish Hospital, St. Louis 


10 
Col. James T. McGibomy, MC, Office of the Sur- 
geon General, Department of the Army, 
Washington 25 
Secretary: Madison B. Brown, M.D., 840 North 
Lake Shore Drive, Chicago I! 


Committee on Care of the Chronically Ill and 
of the Aged 


Chairman: E. B. Morrison, Ph.D., Crippled Chil- 
dren's Hospital, Sioux Falls, S.Dak. 

Richard J. Ackart, M.D., Virginia Hospital and 
Medical Service Association, Richmond 19, Va. 

Rev. Stephen K. Callahan, Our Lady of Fatima 
Hospital, Providence 4, 

Joseph H. Gerber, M.D. Center for Aging Re- 
search, National Institutes of Health, Bethesda 
14, Md. 

J. €. Sharpe, M.D., Toronto General Hospital, 
Toronto 2, Ont. 

Edmund J. Shea, Indiana University Medica! 
Center, Indianapolis 7 

Herbert Shore, Dallas Home for Jewish Aged, 
Dallas 28, Tex. 

Consultant: Fred C. Diamond, Hillhaven, Inc.., 
Tacoma 3, Wash. 


Committee on Hospital Outpatient Services 


Chairman: Ernest C. Shortliffe, M.D.. Hartford 
Hospital, Hartford 15, Conn. 


HOSPITALS, J.A.H.A. 


Burnet M. Davis, M.D., Division of Hospital and 
Medical Facilities, U.S. Public Health Service, 
Washington 25 

Sidney S. Lee, M.D., Beth Israel Hospital, Bos- 
ton 15 

Theodore S. Wilder, M.D., 

Hospital, Beckley, W.Va. 

Irvin G. Wilmot, University of Chicago Clinics, 

Chicago 37 


Beckley Memorial 


Committee on Infections Within Hospitals 


Chairman: Dean A. Clark, M.D., Massachusetts 
General Hospital, Boston 14 

William A. Altemeier, M.D., Cincinnati Genera! 
Hospital, Cincinnati 29 

C. P. Cardwell Jr., Medical College of Virginia, 
Hospital Division, Richmond 19, Va. 

Horace L. Hodes, M.D., Mount Sinai Hospital, 
New York 29 

Martha Johnson, R.N., Joint Commission on Ac- 
creditation of Hospitals, Chicago |! 

Alexander D. Langmuir, M.D., Communicable 
Disease Center, Atlanta 22 

Consultant: Frederick H. Wentworth, M.D., De- 
es of Health, State of Ohio, Columbus 

io 


Committee on Nursing 


Chairman: Stuart K. Hummel, Columbia Hospi- 
tal, Milwaukee |! 

Henry T. Clark, M.D., University of North Caro- 
lina Chapel Hill, N.C. 

Rev. John J. Flanagan, S.J., 
Association, St. Louis 4 

Gertrude M. Gilman, University of Minnesota 
Hospitals, Minneapolis 14 

Richard Highsmith, Samuel 
Oakland 9, Calif. 

cS. & Himmelsbach, M.D.. Clinical Center, Na- 
tional Institutes of Health, Bethesda 14 Md. 
Kenneth E. Knapp, Thomas D. Dee Memorial Hos- 


pital, Ogden, Utah 
M.D. Rochester Gen- 
N.Y. 


Catholic Hospital 


Merritt Hospital, 


Christopher G. Parnal! Jr., 
eral Hospital, Rochester 21, 
Rev. W. C. Perdew, D.D. Bronson Methodist Hos- 
pital, Kalamazoo 8, Mich. 

Ruth Sleeper, R.N.. Massachusetts General Hos- 
pital, Boston 14 


Representatives to Joint Committees 
With Other Groups 


Hospital Nursing Service Liaison Committee with 
National Leagve for Nursing 


Same as Committee on Nursing 


Interorganization Committee on Accreditation of 
Hospital Schools of Nursing, National League 
for Nursing 


Chairman: T. Stewart Hamilton, M.D., Hartford 
Hospital, Hartford 15, Conn. 

James Z. Appel, M.D., 305 N. Duke St., Lan- 
caster, Pa. 

Reid T. Holmes, North Carolina Baptist Hospi- 
tals, Winston-Salem 7, N.C. 

Stuart K. Hummel, Columbia Hospital, Milwau- 
ee | 

Kenneth E. Knapp, Thomas D. Dee Memoria! Hos- 
pital, Ogden, Utah 

Sister Marian Catherine, R.N., St. Vincent's Hos- 
pital, New York I! 

William R. Willard, M.D.., 
tucky, Lexington, Ky. 


Joint Committee on Paramedical Groups 
Sister Catherine Gerard, Halifax Infirmary, Hali- 


fax, N. 
Thomas Hale Jr.. M.D., Albany Hospital, Albany 
8, 


University of Ken- 


John Ww. Rankin, Milwaukee County Institutions 
and Departments, Milwaukee [3 


Joint Committee with American Association of 
Medical Record Librarians 


Soroh H. Knutti, M.D., Miners Memorial Hos- 
pital Association, Washington 5 

Schuyler G. Kohl, M.D., State University of New 
York, Brooklyn 3, N.Y. 

Maurice E. Odoroff, General Medical Sciences, 
Nationa! Institutes of Health, Bethesda 14, Md. 

E. Michael White, Massachusetts General: Hospi- 
tal, Boston 14 


Joint Committee with American Association of 
Nurse Anesthetists 

Chairman of AHA group: F. Lloyd Mussells, M.D., 
Peter Bent Brigham Hospita!, Boston | 

Sister Marybelle, St. Mary's Hospital, Duluth |!, 
inn. 

Frank R. McDougal!, Donald N. Sharp Memoria! 
Community Hospital, San Diego Calif. 


Joint Committee with American College of 
Radiology 

Chairman of AHA group: Albert W. Snoke, M.D.., 
Grace-New Hoven Community Hospital, New 
Haven 4, Conn. (1962) 
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Term Expires 1962 
Peter B. Terenzio, Roosevelt Hospital, New York 
19 


Joint Committee with The American Dietetic 
Association 


Chairman of AHA group: L. S. Rambeck, Hospi- 
tal Administration, BB-36! University Hospital, 
Seattle 5 (1961) 

Term Expires 1962 

LeRoy E. Bates, M.D., Union Memoria! Hospital, 
Baltimore 

Roger B. Nelson, M.D., University Hospital, Ann 
Arbor, Mich. 


Joint Committee with American Physical Therapy 
Association 
Chairman of AAH group: David Littaver, M.D., 
Jewish Hospital, St. Louis 10 (196!) 
Term Expires 1962 
E. B. Morrison, Ph.D., Crippled Children's Hos- 
§.Dak. 


pital, Sioux Falls, . 
Walter R. Hoefflin Jr., Methodist 


Southern California, Arcadia 


Joint Committee with American Public Health 
Association 


Hospital, 


Chairman of AHA group: David 8B. Wilson, M.D.., 
University Hospital, Jackson 5, Miss. (1963) 

Term Expires 1961 

W. Palmer Dearing, M.D., Office of Civil and 
Defense Mobilizotion, Washington 25 

Term Expires 1962 

Robert R. Cadmus, M.D., North Carolina Me- 
morial Hospital, Chapel Hill, N.C. 


Joint Committee with American Society of Hos- 
pital Pharmacists 

Chairman of AHA group: W. Kevin Hegarty, 
Greater Bakersfield Memorial Hospital, Bakers- 
field, Calif. (1961) 

Term Expires 1961 

Herbert A. Anderson, Lincoln General Hospital, 
Lincoln 2, Nebr. 

Term Expires 1962 

H. Robert Cathcart, 
Philadelphia 7 

Joseph E. Snyder, M.D., Presbyterian Hospital 
in the City of New York, New York 32 


Joint Committee with College of American 
Pathologists 


Pennsylvania Hospital, 


Chairman of AHA group: Riley McDavid, Ken- 
osha Hospital, Kenosha, Wis. (1962) 

Term Expires 1961 

J. P. Cox, Dunklin County Memorial Hospital, 
Kennett, Mo. 

Term Expires 1963 

Donald J. Caseley, M.D., University of Illinois 
Research and Educational Hospitals, Chicago 
12 


Joint Committee with Medical Social Work Sec- 
tion, Natienal Association ef Social Workers 

Chairman of AHA group: Delbert L. Price, Chil- 
dren's Memorial Hospital, Chicago 1/4 (196!) 

Term Expires 1961 

Harvey Schoenfeld, Nathan and Miriam Barnert 
Memorial Hospital, Paterson, 4, N.J. 

Lt. Col. Jane E. Wrieden, Salvation Army, New 
York 

Term Expires 1962 

James |. McGuire, Western Pennsylvania Hospi- 
tal, Pittsburgh 24 


Liaison Committee with American Medical Asso- 


tion On Problems Concerning Institutional 
Care of Chronically Ili and Aged 

Chairman of AHA group: E. B. Morrison, Ph.D.. 
Crippled Children's Hospital, Sioux Falls, $.Dak. 
(1961) 

Term Expires 1961 

Richard J. Ackart, M.D., Virginia Hospital & 
Medica! Service Assn., Richmond !9, Va. 

S. A. Ruskier, Waverly Hills Tuberculosis Sana- 
torium, Waverly Hills, Ky. 


Liaison Committee with American Psychiatric 
Association 


Chairman of AHA group: James T. Howel!l, M.D., 
Henry Ford Hospital, Detorit 2 (196!) 

Term Expires 1962 

Harry L. Chant, M.D., Johns Hopkins Hospital, 
Baltimore 5 

Frank C. Sutton, M.D.. Miami Valley Hospital, 
Dayton 9%, Ohio 

Term Expires 1963 

Richard O. Cannon, M.D.. Vanderbilt University 
Hospital, Nashville 5, Tenn. 


Jay W. Collins, Euclid-Glenville Hospital, Euclid 
19, Ohio 


Representatives to Other Organizations 


Advisory Board for Medical Specialties 


Robin C. Buerki, M.D., Henry Ford Hospital, 
Detroit 2 

Edwin L. Crosby, M.D., 840 North Lake Shore 
Drive, Chicago I! 

Advisory Council on Medical Education 


Robin C. Buerki, M.D.., 


Detroit 2 
Edwin L. Crosby, M.D., 840 North Lake Shore 


Drive, Chicago II 
Educational Council for Foreign Medical 
Graduates 


Henry Ford Hospital, 


Term Expires 1961 

Serah H. Knutti, M.D., Miners Memorial Hospital! 
Association, Washington 5 

Term Expires 1964 


T. Stewart Hamilton, 
Hartford 15, Conn. 


Interagency Committee for Training Aids in 
Staphylococcal Disease 

J. Allan Mahoney, M.D., 840 North Lake Shore 
Drive, Chicago 


Joint Blood Council, inc. 


Term Expires 1961 

Kenneth E. Babcock, M.D., Joint Commission on 
Accreditation of Hospitals, Chicago director 
and delegate 

Term Expires 1962 

LeRoy E. Bates, M.D., Union Memorial Hospital, 
Baltimore 18, director and alternate delegote 

Joint Commission on Mental Iliness and Health 


Jack Masur, M.D., Clinical Center, 
Institutes of Health, Bethesda |4, Md 


National Intern Matching Program, Inc. 


Edwin L. Crosby, M.D., 840 North Lake Shore 
Drive, Chicago II 

John M. Danielson, Evanston Hospital, Evanston, 
Hh. 


To Meet with Representetives of. American 
Academy of Physical Medicine and Rehabili- 


M.D., Hartford Hospital, 


Nationa! 


David Littaver, M.D., Jewish Hospital, St. Louis 
10 


E. B. Morrison, Ph.D., Crippled Children's Hos- 
pital, Sioux Falls, $.Dak. 


Representatives to Committees of 
Other Organizations 


Advisory Board, American Registry of Physical 
Therapists 

David Littaver, M.D., Jewish Hospital, St. Louis 
10 


Advisory Committee, National Committee for 
Careers in Medical Technology 

John N. Bowden, M.D., U.S. Public Health Serv- 
ice Hospital, Staten Island 4 N.Y 


Advisory Committee for Development of Course 
for Food Service Supervisors, Michigan State 
University 


“Mrs. Bonnie Miller, 840 North Lake Shore Drive, 


Chicago 


Advisory Committee of Study to Project Future 
Needs for Nursing in Hospitals, National 


Gertrude M. Gilman, University of Minnesota 
Hospitals, Minneapolis |4 

Eleanor C. Lambertsen, R.N.. 840 North Loke 
Shore Drive, Chicago I! 


Mrs. Helen D. McGuire, 840 North Lake Shore 
Drive, Chicago |! 


Advisory Committee on Postgraduate Medical 
Education, Council on Medical Education and 
Hospitals, American Medical Association 


James T. Howell, M.D.. Henry Ford Hospital, 


Detroit 2 


Advisory Committee to the Study on Cost of 
Nursing Education, National League for Nursing 


Eleanor C. Lambertsen, R.N.. 840 North Loke 


Shore Drive, Chicago I! 
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tation and American Congress of Physical 
league for Nursing 
Advisory Committee on Health Services, Na- 
tional Committee on the Aging, National 
— 
| 


Ray Matylewicz, 840 North Lake Shore Drive, 


Chicago 

Advisory Council, National Federation of Li- 
censed Practical Nurses 

R.N., 840 North Lake 


Eleanor C. Lambertsen, 
Shore Drive, Chicago |! 


Committee on Accreditation of Hospital Schools 
of Nursing, National League for Nursing 


Chairman: Sister Marian Catherine, R.N., St. 
Vincent's Hospital, New York |! 

— Z. Appel, M.D., 305 N. Duke St., 
a. 

T. Stewart Hamilton, M.D., Hartford Hospital, 
Hartford 15, Conn. 

Reid T. Holmes, North Carolina Baptist Hospi- 
tals, Winston- Salem 7, N.C. 


Lancaster, 


Stuart K. Hummel, Columbia Hospital, Milwau- 
kee II 

Kenneth E. Knapp, Thomas D. Dee Memorial Hos- 
pital, Ogden, 


William R. Willard, M.D., University of Kentucky, 
Lexington, Ky. 


Committee on Atomic Medicine and lonizing 
Radiation, American Medical Association 
Richard D. Vanderwarker, Memorial Hospital for 
Cancer and Allied Diseases, New York 2! 


Committee on Careers, National League for 
Nursing Representing the National Nursing 
Organizations 


Mrs. Columbus Conboy (Address: 1885 Ruther- 
ford Ave., Louisville 5) Lodies Auxiliary of 


St. Joseph Infirmar 
Hummel, Columbia Hospital, Milwau- 
ee 
Rev. Ww. C. Perdew, D.D., Bronson Methodist 
Hospital, Kalamazoo 8, Mich. 


Committee on Education and Registration, Amer- 


ican Association of Medical Record Librarians 


Mrs. Helen D. McGuire, 840 North Lake Shore 
Drive, Chicago 11 


Committee on Hospitals, National Fire Pro- 
tection Association 


Roy Hudenburg, Community Health Association, 
Detroit 7 

Pauline R. Young, R.N., Hahnemann Medica! Col- 
lege and Hospital, Philadelphia 2 


Committee on Maternal and Child Health Nurs- 
ing, American Nurses’ Association and Na- 
tional League for Nursing 

Edwin L. Harmon, M.D., 
Service, Detroit 26 


Committee on Meeting Nursing Needs of the 
mM, to American Nurses’ 
Associatio League for Nursing 


M.D., Henry Ford Hospital, 


Michigan Hospita! 


James T. Howell, 
Detroit 2 


Committee on Nursing Service and Education in 
National Defense, National League for Nursing 


Gertrude M. Gilman, University of Minnesota 
Hospitals, Minneapolis {4 

Eleanor C. Lambertsen, R.N., 840 North Lake 
Shore Drive, Chicago !! 


Committee on Study of Requirements for Hos- 
pitalization of Obstetric Patients, American 
College of Obstetricians and Gynecologists 


Kenath Hartman, Chicago Wesley Memorial Hos- 
pital, Chicago II 


Advisory Committee on Rehabilitation Cedes, 
Association for the Aid of Crippled Children 


Michael M. Dacso, M.D., Goldwater Memoria! 
Hospital, New York 17 


Course Committee, American As- 
_  seclation 


of Medical Record Librarians 


Mrs. Helen D. McGuire, 840 North Lake Shore 
Drive, Chicago I! 


Council on Hospital Dental Service, American 
Dental Association 


Joseph R. Anderson, M.D., 840 North Lake Shore 
Drive, Chicago 


Council on Tuberculosis Nursing-Advisory to 
Joint Tuberculosis Nursing Advisory Service, 
National League for Nursing and National 
Tuberculosis Association 


Bryce L. Twitty, Hillcrest Medical Center, Tulsa 
20, Okla. 


Department of Diploma and Associate Degree 
Programs Board of Review, National League 
for Nursing Accrediting Service 


Stuart K. Hummel, 
kee 
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Columbia Hospital, Milwau- 


Executive Committee, American Society of 
Hospital Pharmacists 

Joseph R. Anderson, M.D., 840 North Lake Shore 
Drive, Chicago II 


for Practical Nurse Education and Serv- 


Eleanor C. Lambertsen, 
Shore Drive, Chicago |! 


Inter-Industry Committee, American Hotel As- 
sociation 


R.N., 840 North Loke 


D. A. Endres, Youngstown 


2, Ohio 


Internship Review Committee of Council on 
Medical Education and Hospitals, American 
Medical Association 


Russell A. Neison, M.D., Johns Hopkins Hospital, 
Baltimore 5 

Joint Standards Committee, American Associa- 
tion for Maternal and infant Health 

Edwin L. Harmon, M.D., Michigan Hospital Serv- 
ice, Detroit 26 


National Steering Committee for international 
Psychological Problems 


Youngstown | Hospital, 


Study of in General 
Hospitals 

Henry N. Pratt, M.D., Society of the New York 
Hospital, New York 


Joseph E. Snyder, M.D., Presbyterian Hospital in 
the City of New York, New York 32 


Sectional Committee on Reactor Hazards, Amer- 
ican Society of Mechanical Engineers 


James G. Terrill Jr.. Radiological Health Pro- 
gram, U.S. Public Health Service, Washington 
25 


Steering Committee for National Conference 
for C Health Services, American 
Public Health Association 


Vone M. Hoge, M.D., Washington Service Bureau, 
Mills Bldg. ‘17th St. and Pennsylvania Ave., 
N.W., Washington 6 

David B. Wilson, M.D.., 
Jackson 6 Miss. 


University Hospital, 


COUNCIL ON RESEARCH AND 
EDUCATION 


Chairman: Dean A. Clark, M.D., Massachusetts 
Genera! Hospital, Boston |4 
Term Expires 1961 


Elbert DeCoursey, M.D., Sc.D., Southwest Foun- 


dation for Research and Education, San An- 
tonio 7, Tex. 
Charles S. Paxson Jr.. Hahnemann Hospital, 


Philadelphia 2 

James W. Stephan (vice chairman), University 
of Minnesota. Minneapolis |4 

Term Expires 1962 

Charles D. Flagle, Johns Hopkins Hospital, Balti- 
more 

Walter J. McNerney, University of Michigan, Ann 
Arbor, Mich. 

Andrew Pattullo, W. K. 
Battle Creek, Mich. 

Term Expires 1963 

Orville N. Booth, St. Francis Memorial Hospital, 
San Francisco 9 

G. Halsey Hunt, M.D., 
Health, Bethesda 14, 

Robert E. Toomey, Greenville General Hospital, 
Greenville, S.C. 

Secretary: Richard L. Johnson, 840 North Loke 
Shore Drive, Chicago |! 


Kellogg Foundation, 


National Institutes of 


Committee on Education 


Chairman: James W. Stephan, Course in Hospita! 
Administration, University of Minnesota, Minne- 
apolis 

Harold Baumgarten Jr., Program in Hospital Ad- 
ministration, Columbia University, 600 W. 168th 
St.. New York 32 


Lois A. Bliss, Franklin Hospital, Franklin, N.H. 

Everett A. Johnson, Methodist Hospital of Gary, 
Gary, Ind. 

Raymond P. Sloan, A. P. Sloan Foundation, 36 
E. 70th St., New York 2! 

Committee on Library Service for Hospitals 

Chairman: Charles S. Paxson Jr.. Hohnemann 
Medical College and Hospital, Philadelphia 2 


W. K. Beatty, University of Missouri Medical 


Center, Columbia, Mo. 


David M. Kinzer, Illinois Hospital Association, 
Chicago I! 

Col. Glenn K. Smith, MSC, Army Medical Serv- 
ice School, Brooke Army Medical Center, Fort 


Sam Houston, Tex. 


Sister Teresa Louise, St. Joseph's Hospital, St. 
Paul 2 

Mrs. Samuel Winograd (Address: 4300 Lake 
Shore Dr., Chicago 13) Michael Reese Hos- 


pital Woman's Board 


Committee on Research 


Chairman: Walter J. McNerney, University of 
Michigan, Bureau of Hospital Administration, 
Ann Arbor, Mich. 


Odin W. Anderson, Ph.D., Health Information 
Foundation, New York 17 

Ray E. Brown, University of Chicago Clinics, 
Chicago 37 

Robert R. Cadmus, 
morial Hospital, d 

Paul M. Densen, Sc.D. Department of Health, 
125 Worth St., New York 13 

Matthew F. McNulty Jr., University oe and 
Hillman Clinic, Birmingham 3, 


M.D., North Carolina Me- 
Chapel Hill, 


Representatives to Other Organizations 


Community —— Advisory Committee, Junior 
Chamber of Commerce 


Daniel S. Schechter, 840 North Lake Shore Drive, 


Chicago I! 
Harold A. Zealley, Elyria Memorial Hospital, 
Elyria, Ohio 


Council of National Organizations, Adult Educa- 
tion Association of the U.S.A. 

Daniel S. Schechter, 840 North Lake Shore Drive, 
Chicago || 


ical Liaison Committee, National Assecia- 
tion of Science Writers 


James E. Hague, 840 North Lake Shore Drive, 
Chicago 


Joint Committee with American College of Hos- 
pital Administrators and Association of Uni- 
versity Programs in Hospital Administration 


Dean A. Clark, M.D., Massachusetts Genera! 
Hospital, Boston |4 
Walter McNerney, University of Michigan, 


Bureau of Hospital Administration, Ann Arbor, 
Mich. 

James W. Stephan, 
ministration, University of Minnesota, 
apolis |4 


Program in Hospital Ad- 
Minne- 


INTRA-DEPARTMENTAL COMMITTEES 


Advisory Committee for Developing formal 
Criteria for Determining _ Costs for 
Research Grants to 


Chairman: Albert W. Snoke, Om Grace-New 
Haven Community Hospital, New Haven 4, 
Conn. 

Ray E. Brown, University of Chicago Clinics, 
Chicago 37 

Guy Carroll, University of Syracuse Medica! 
School, Syracuse, N.Y. 


Donald J. Caseley, M.D., University of Illinois 
and Educational Hospitals, Chicago 

Charlies G. Roswell, United Hospital Fund, New 

York 


Department of Administrative Services Advisory 
Committee on Hospital Counseling 


Chairman: Ray E. Brown, University of Chicago 
Clinics, Chicago 37 
Mark Berke, Mount Zion Hospital and Medical 


Center, San Francisco 15 


Capt. L. J. Elsasser, USN, Bureau of Medicine 
and Surgery, Department of the Navy, Washing- 
ton 25 

Stanley A. Ferguson, University Hospitals of 


Cleveland, Cleveland 6 

George W. Graham, M.D., Ellis Hospital, Sche- 
nectady 8, N.Y. 

Carl 9 Lamley, Stormont-Vail Hospital, Topeka, 


Kan 

Walter J. McNerney, University of Michigan 
rom of Hospital Administration, Ann Ar 
Mi 

Herluf V. Olsen, Dartmouth College, Hanover, 
N.H 

suaer Madeleine Sophie, Opelousas General Hos- 
pital, Opelousas, La. 


nt of Research and Statistics Commit- 
fee on Statistics 


J. Douglas Colman, Blue Cross Association, New 


York 
Paul M. Densen, Sc.D., Department of Health, 
125 Worth St.. New York 13 


Mrs. Margaret D. West, Public Health Methods 
Division, Public Health Service, Washington 25 


HOSPITALS, J.A.H.A. 


Policy Committee of Division of Hospital Phar- 

macy, American Pharmaceutical Association 

and American Society of Hospital Pharmacists 


THE CHAIRMAN, VICE CHAIRMEN AND NEWLY APPOINTED MEMBERS 
OF THE AMERICAN HOSPITAL ASSOCIATION COUNCILS 


A complete listing of officers and appointments of the AHA begins on page 23. 
Pictures of new AHA officers and trustees appeared in the September 1! issue of this Journal. 


Council on Administrative Practice 


GEORGE E. CARTMILL JACK A. L. HAHN ALVIN J. BINKERT JOHN M., 
Chairman Vice Chairman DANIELSON 


Council on Association Services 


JOHN A. DARE SISTER ROSE MARIE GENE KIDD STUART W. KNOX STANLEY W. 
Chairman Vice Chairman MARTIN 


Council on Blue Cross, Financing and Prepayment 


J. MILO ANDERSON JOHN R. MANNIX ROBERT T. EVANS N. D. HELLAND FREDERIC P. G. 
Chairman Vice Chairman LATTNER 


JOHN H. ZENGER 


TOL TERRELL H. A. SCHRODER ROBERT M. 
SiIGMOND 
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Council on Government Relations 


ROBIN C. WILLIAM L. WILSON | LOUIS B. BLAIR REV. STEPHEN K. CARL C. LAMLEY JAMES P. 
BUERKI, M.D. Vice Chairman CALLAHAN RICHARDSON 


Chairman 
aa Council on Hospital Auxiliaries 


¥ 


MRS. HARRY MELBA POWELL MRS. HOWARD MRS. VIVIEN ROSS RICHARD O. WEST 
MILTON Vice Chairman BARKER 
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Council on Professional Practice 
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Council on Research and Education 


DEAN A. CLARK, M.D. JAMES W. STEPHAN ORVILLE N. BOOTH G. HALSEY ROBERT E. TOOMEY 
Chairman Vice Chairman HUNT, M.D. 
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Hospitals have never 
had good! 


American Seating products are fully covered by patents and patents 
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BED 


A walk-around, work-around 
pushbutton bed that makes all 
other hospital beds obsolete! 


Picture how easy it is to serve patients with this new kind of furniture. Here, one nurse does it! 
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Here, at last, is a fully automatic hospital bed designed 
for people—nurses and patients alike. We call it the 
Access-o-matic, for that’s what it is! 


Just think—there’s no high footboard. Lightweight 
headboard panel lifts off easily to give complete access 
on all four sides. A feather touch of a pushbutton 
adjusts the bed to any desired position. Touch!— 
and the Access-o-matic rises gently from convenient 
chair height to high position . . . 13% full inches in a 
mere 20 seconds. Touch!—and the head position 
reaches 60° in 13 seconds. Touch!— places knee rest 
at 55° in 12 small seconds. 


AMERICAN 


SEATING 


There’s an exclusive, sensible Overbed Butler—a 
new kind of table that rises and lowers with the bed, 
and hinged so’s not to pinch people. And a round 
Bedside Susan with a swivel top and revolving shelves 
to put everything within finger’s reach. 

Add to this the comfortable two-position lounge 
chair, smart 3-drawer chest, cushioned contemporary- 
styled bench, and upholstered guest chair. And you 
have an automatic bed with matching suite that means 
fewer units to buy (just five units instead of nine or 
more) plus important savings in space . . . savings in 
nurses’ time, savings in housekeeping time. 


any other bed on the market. 


oul 


burg position. 


Horizontal adjustments (span of 131%”) give 
wider selection of treatment positions than 


By raising head and knee sections, Access-o- 
matic assumes sitting position most comfort- 
able for patient. 


With head section down, a simple adjust- 
ment of foot section places bed in Trendelen- 
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The smart visitor chair (top), three-drawer chest, 
contemporary-styled bench, two-position lounge 
chair, and round Bedside Susan (shown above) 
together with the Access-o-matic bed (shown inside) 
make up the most efficient, space-saving suite of 
patient-room furniture you can buy! Five units do 
the work of nine or more pieces of ordinary furniture. 


SEND FOR FREE FULL-COLOR BROCHURE, FORM No. 6570 


AMERICAN 


SEATING 
GRAND RAPIDS 2, MICHIGAN 


WORLD'S LARGEST MAKER OF FINE INSTITUTIONAL FURNITURE 


Access-o-matic, Overbed Butler, and Bedside Susan 
ore trademarks of American Seating Company. 
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Scrubbing is superior for cleaning... 


The smallest break in the chain of 
sanitation control can lead to the 
quick spread of infection. That’s why 
sterilization is so important and why 
more and more brushes made with 
TYNEX nylon filament are being used 
in every phase of hospital cleaning. 

Unlike most brush filling materi- 
als, TYNEX can be sterilized in boil- 


y. 5. pat. OFF 


BETTER THINGS FOR BETTER LIVING... THROUGH CHEMISTRY 


ing water without losing any of its 
outstanding characteristics. Excel- 
lent bend recovery and abrasion re- 
sistance make TYNEXx durable— ideal 
for brushing rough surfaces and clean- 
ing in cracks and crevices. 

Because TYNEX resists chemical 
attack, it may be used with strong 
cleaning agents. T'YNEX absorbs lit- 


TYNEX’ 


NYLON FILAMENT 


For every use... the best brushes are made with TYNEX 
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nothing scrubs as well as 
brushes made with TYNEX 


tle moisture and dries quickly; thus 
does not encourage the growth of 
bacteria and fungi. Sono matter what 
the use, specify brushes made with 
Du Pont TyYNex nylon filament. 
For more about TYNEx nylon fila- 
ment and a list of manufacturers 
who make brushes filled with TYNEx, 
fill in and send the coupon below. 


E. I. du Pont de Nemours & Co. (Inc.) 
Advertising Dept. H-1016, Room 2524, 
Nemours Bldg., Wilmington 98, Delaware 


Please send me more information on TYNEX. 


Name 


Firm Name 


Street Address 


City. State 
in Canada: Du Pont of Canada Lid. P. 0. Box 660, Montreal, Que. 
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Whether you’re equipping a new wing or a 


5 ° ° complete hospital, it pays to talk to a 
equipping a new building ? planning representative from Will Ross, Inc. 
He’s a hospital specialist who keeps abreast 
LET of latest technical advances and can 
recommend the newest and finest equipment 


to match your needs — on a cost-saving 


WI RO ~ INC. purchase agreement ! 


And when it comes to interior decoration, 


H ELP YOU, TOO comprehensive color plans and furnishings, 


a8 your Will Ross man is just as helpful. And 
: just as dedicated to the successful and 
economical completion of your project. 
x »2-W8 part of a comp lete It’s all part of a complete planning service 
are planning service! that saves your valuable time, simplifies 
aS : ordering and assures modern, functional 


ce interiors. Your only charge is for 
vey equipment and furnishings ! 

When you build or remodel, hand your 
worries and detail work to Will Ross, Inc. 
Write today for the full story — no obligation. 


a4 


WILL 
ROSS, 
INC. 


1 


General Offices: Milwaukee 12, Wis. 
Atlanta, Ga. « Baltimore, Md. 
Cohoes, N.Y. « Dallas, Texos 
Minneopolis, Minn. « Ozark, Ala. 


wee 


ria 


ANOTHER WILL ROSS, INC., CONTRACT INSTALLATION 
(color consultation and equipment furnishing) 


New addition to St. Mary's General Hospital, 
Lewiston, Maine 


Mother House: The Sisters of Charity of the Hotel-Dieu 
of St. Hyacinthe, P.Q. 


Administrator: Sister St. Benjamin, R.N. 
Architect: Leo P. Provost, A.!.A., Manchester, N.H. 


PRODUCTS YOU CAN TRUST FROM PEOPLE YOU KNOW 
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Average collection data 


Are there any statistics available 
showing the average collection experi- 
ence of hospital accounts receivable? 


There are no statistics available 
covering this area. Collection ex- 
perience depends a great deal on 
economic conditions of the com- 
munity, the hospital’s credit poli- 
cies, the efforts made by the hos- 
pital to collect past due accounts 
and many other factors. Therefore, 
it would be difficult to arrive at a 
reasonable average which might 
be meaningful. 

There are two generally ac- 
cepted standards for aging accounts 
receivable. The first is that of using 
the date of discharge of the pa- 
tient. This method reflects conser- 
vatism and classifies the individ- 
ual uncollected amount according 
to the length of time it has re- 
mained upaid. The second stand- 
ard is that of using the last date 
of payment. This is considered a 
less conservative method and gives 
no indication of how long the ac- 
count has been carried. Either 
method would be acceptable with 
the proper interpretation and 
evaluation. 

An analysis of past experience 
by type of accounts plus consid- 
eration of the individual hospital’s 
credit policies and the community’s 
economic status would be major 
determinants in establishing the 
necessary reserves for uncollect- 
ible accounts and the bases used 
in aging the accounts receivable. 

—Ray S. MATYLEWICZ 


Patient check-out time 


What time is considered by the 
majority of hospitals as the best time 
for discharging patients? 


There does not seerm to be any 
uniform time for discharging hos- 
pital patients. It is best for each 
hospital, after consultation with 
the nursing and medical staffs, to 
establish a check-out time which 
will free beds for incoming pa- 
tients and produce a minimum of 
inconvenience. 

It is necessary to publicize the 
need to release beds for incoming 
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patients in order to gain the ac- 
ceptance and cooperation of the 
public. This is frequently done 
through literature distributed to 
patients and relatives, and by en- 
listing the cooperation of the nurs- 
ing staff. 

If this policy is firmly estab- 
lished, it is then possible to solicit 


the cooperation of the medical 
staff in discharging their patients 
well before check-out time each 
day. The cooperation of the phy- 
sicians can be further invited by 
pointing out that this will free 
beds for incoming patients. 

It is common for many hospitals 
to set a check-out time at one or 


Perry DISPOSABLE 


Latex Surgeons’ Gloves 


are SAFE! tine “ano°Lasor 


Dependable 
Perry Disposable 
eliminate laun- 
ering, sorting, test- 
ing, mating and 
wrapping. The easy- 
open Perry-Pack® 
with “Scotch” brand 
autoclave indicator 
tape is instantly 
ready for sterilization. 


rry 


DISPOSABLE LATEX 
SURGEONS’ GLOVES 


@ provide “bare hand”, 
sensitivity and minimal 
operating fatigue. 

@ minimize possibility of 
cross infection. 

@ conform with govern- 


ment specifications ZZ- 
G-421, Amendment 4. 


@ are available in white or 
brown, sizes 6 to 9, in- 
cluding half-sizes. 


@ are furnished with en- 
velope of Bio-Sorb® 
dusting powder for your 
convenience. 


Bio-Sorb is a registered trademark of Ethicon, Inc. 
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George K. Hendriz, Administrator ° 


"No 
of any sort in the 


year we’ve had our 


Dyna-Pak Press.” 


Albert G. Carano, Chief 
Vincent Charity 
Cleveland, Ohio 


-"Dyna-Pak Laundry 
_ Presses have given 

production a sister Mary Kieran, Administrator « 
_ tremendous boost.” 


Providence Hospital + Beaver Falls, Pa. 


“Our Dyna-Pak 
‘Laundry Presses 
are so simple and 
easy to operate.” 


f= 


4 
és 
ty 
3 
bis 
| 
4 
aig 
> 


a 


recommend. 
the Dyna-Pak Laundry 


Hospital officials 
across the 
nation agree... 


AMERICAN'’S 
DYNA *PAK 
IS THE 
FASTEST, 
SMOOTHEST 
OPERATING, 
AND 
EASIEST-TO- 
MAINTAIN 
LAUNDRY PRESS 
EVER 
DEVELOPED 


The Dyna-Pak, featuring exclusive 
Sealed Power and unusually Simple 
Design, is acclaimed by hospitals 
throughout the country as the greatest 
laundry press development in years. 


The Sealed Power Unit, a unique 
combination of air and hydraulics, 
makes the Dyna-Pak the fastest, 
smoothest operating laundry press 


Max Forman, M 


“Dyna-Pak produces 
far better work than 
any laundry press 


you can buy. Simplicity of design, 
with fewer working parts and un- 
usual accessibility, makes it the 
most efficient and easiest-to- 
maintain press the industry has 
ever known. 


See for yourself why American’s 
Dyna-Pak Press is setting new, 
higher standards in production, 
quality of work, ease of operation 
and day-in, day-out trouble-free 
service. Get all the facts from 
your nearby American represen- 
tative, or write for Catalog AK 
230-002. 


You get more from 


A...... 
The Ame 


Laundry Machinery 
Company Cincinnati 12, Ohio 
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two p.m., thus leaving time for 
the day staff to check in new pa- 
tients. 

—FREDERICK N. ELLIOTT, M.D. 


Dust in O.R. air 


The air delivered to our operating 
suite by the air-conditioning system 
seems to carry a considerable amount 
of dust. Could this be a basic defect 
in our system or does it mean that the 
system is not functioning properly? 


It may be possible that the filter 
at the air inlet of your system is 


f 


not catching all of the dirt which 
the system pulls in with the air. 
It is also possible that there may 
be a leak around the filter that 
allows the air to bypass the filter 
itself. Two other possibilities are: 
(1) that there is a pocket in the 
duct system containing dust or lint 
remaining from insulating work 
and that this material is periodi- 
cally blown into the operating 
suite or (2) that there is a cross 
connection between the duct run- 
ning to the air-conditioning room 


WHY SURGEONS SPECIFY 


THE ALL-PURPOSE 


Rae 


DEKNATEL K' NEEDLE 


(U.S. Patent No. 2,869,550) 


JRIGINALLY OF 


Formation the trianguiar point projects 


COMPARISON OF NEEDLE HOLES fm 


enlargerient of the wire 


The Deknatel ‘K’ Needle point is a true scalpel, the sharpest pene- 
trating instrument that can be made. The shaft of the needle easily 
follows this penetrating point. Cutting sides are not needed to facili- 
tate passage of the needle—the hole is therefore that of a taper point 
needle. In summation, the Deknatel ‘K’ Needle has all the advantages 
of both conventional types and none of their disadvantages. 


The Deknatel ‘K’ Needle is neither cutting nor taper needle but an 
all-purpose combination of both. O.R. preparation is simplified. A 
single Deknatel ‘K’ Needle may be stocked instead of the two formerly 
required : conventional taper and cutting. With this standardization 
of one for two, there are savings in inventory and storage space. 


MAIL THIS COUPON FOR FREE SAMPLES AND LITERATURE 


| DEKNATEL, 96-66 222 Street, Queens Village 29, Lt. I., N. Y. 


SEND FREE SAMPLES OF THE DEKNATEL ‘K’ NEEDLE 
(Please specify type and size desired, such as “Skin, 3-0 Silk’) 


TITLE 


CITY STATE 


and an area in which dirt or lint 
is prevalent. 

If the grill through which air 
enters the operating suite is an 
anemostat, it should be checked. 
Some anemostats have an induc- 
tion type diffuser which causes re- 
circulation of air in the room. Air 
from such a unit normally circu- 
lates directly to the floor and back 
to the anemostat; thus, dirt or lint 
could be picked up and recircu- 
lated until it forms a smudge or 
deposit in the operating room 
proper. Not all anemostats contain 
induction type diffusers, however, 
and the particular unit would have 
to be checked for this characteris- 
tic.—G. A. WEIDEMIER 


Choosing fire extinguishers 


We are planning the installation of 
fire extinguishers in a surgical suite 
and patient wing. We would like in- 
formation as to the correct types and 


sizes needed for adequate fire pro- 
tection. 


The type of fire extinguisher you 
select for any given area is, of 
course, predicated on the types of 
fires that might occur in that par- 
ticular area. Fires are generally 
classified as follows: 

Class A fires are fires in ordi- 
narily combustible materials, such- 
as wood, cloth and paper. 

Class B fires are fires in flam- 
mable liquids, such as gasoline, 
oil, anesthetics or organic solvents. 

Class C fires are fires in elec- 
trical equipment. 

In operating suites, Class B and 
C fires can be expected, and it is 
necessary to have the proper ex- 
tinguishers available to fight these 
types of fires. Foam and CO, or 
dry powder extinguishers will be 
the most effective. It is important 
that personnel in this area be in- 
structed and trained in using the 
right extinguisher for each type 
of fire. 

In patient areas, the greatest 
risk is that of a Class A fire, but 
the possibility of Class B or C 
fires occuring in treatment rooms, 
utility rooms, etc., also exists. 
Therefore, it would be well to 
have extinguishers available to 
combat all three types of fires. 

(Continued on page 142) 


The answers to these questions should not be con- 
strved as being legal advice. Hospitals with legal 
problems are eaviesd to consult their own attorneys. 
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Exp -Tex 


the ultimate in disposable latex surgeons’ gloves 


.026 inch at wrist — double thickness 
O13 single thickness 


~ 

P 


HEAVIER 
at wrist for 
extra strength 
when gloving 
| 
| THINNER & 
at finger tips 
for added 
PROCESS PAT. PENDING “ 012 inch at finger-tip — double thickness 


Prolonged research produced EXPEND-TEX, the disposable latex 
surgeons’ glove that is dramatically new and exciting. 
Soft-touch finger tips on new EXPEND-TEX gloves are 30% thinner 
than average latex gloves... ideal for delicate surgery as well 
as for the general surgeon. 
Get all these advantages: 
e Snug-fit, flat wrists prevent annoying roll-down 
@ White or brown latex 
@ Envelope of Bio-Sorb with each pair 
e@ Autoclave tape indicates when sterilized 
@ Save labor cost on laundry, sorting, testing, pairing, wrapping 
@ Low cost — truly disposable 


Write for literature, free sample Packaged ready for sterilization according to approved 
THE MASSILLON RUBBER COMPANY hospital techniques, in a convenient peel-back outer | 
MASSILLON, OHIO wrap and a wallet-type inner wrap. tt 
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to make the most of your talents and techniques... 


= | Shambaugh-Derlacki Operating Microscope 
a — Literally enlarging the field of aural surgery, this instrument is a most 
important success factor in surgical techniques. Now available with enclosed 


base; locked, non-sparking connections; explosion-proof footswitch. Write 
for special catalog on Stapes Mobilization, Tympanoplasty, Myringoplasty. 


4 VV MUELLER & CO. 
ce a Fine Surgical Instruments and Hospital Equipment Since 1895 

330 S. HONORE STREET, CHICAGO 12, ILLINOIS « DALLAS « HOUSTON « LoS ANGELES « ROCHESTER, MINN. 
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Refreshingly new and different— 
Platinum Walnut high pressure laminate 


@ Pronounced by many hospital officials the most beautiful and practical 
patient room furniture they have seen, this No. 85-65 grouping is now avail- 
able in Platinum Walnut High Pressure Laminate. The bed, bedside cabinet, 
overbed table and chairs all share in the rich beauty and utility of this lami- 
nated finish, combined with Satin Stainless and Loewy Charcoal. 

Included in the above pictured room are: No. 85-65-1 All-Electric Hilow 
Bed; No. 8503 Bedside Cabinet; No. 85-6140 Overbed Table: No. 8507 
Straight Chair; No. 8508 Arm Chair, and No. 306 Lamp. This furniture is 
ample for a room with a built-in wardrobe dresser. If drawer space is required, 
we offer No. 8526 Chest Desk. Also available is No. 85-62 Electric Hilow Bed. 
Catalog and complete information on this and other new Hill- 
Rom groupings on request. 


HILL-ROM COMPANY, INC. ° BATESVILLE, 


The No. 85-65-1 All-Electric Hilow Bed and No. 85-62 Electric Hilow Bed are listed by Underwriters’ Laboratories 
as safe for use with oxygen.—administering equipment of the nasal mask type and half-bed length standard oxygen tent. 


INDIANA 


(over) 


| 
HILL-ROM j 
< 
z 


~~ 


=, 


io 


‘ube. 


Hill-Rom Z\(= (aluminum extruded) Screening 


3 Types 
of installation 


1 Surface Mounted (Ceil- 
ing type—illustrated 
here) 


Recessed-in Ceiling 
(Flush mounted) 


3 Near Ceiling Suspended 
(dropped from ceiling) 


> Surface mounted installation, 
showing one bed completely 
screened, yet allowing access to 
the other patient. The perma- 
nently flameproofed cordette cur- 

_ tains with nylon mesh top are easy 
to wash and require little if any 
ironing. The correct spacing of 
hooks and grommets gives a neat, 
tailored effect. 


@® the cubicle can be com- 
pletely screened for privacy. The 
slides literally glide around the 
corners—no coaxing, no tugging. 
This quiet, easy action is appre- 
ciated by the nurse, and does not 
disturb other patients. 


HILL-ROM COMPANY, INC. ° 


COMPLETE PRIVACY for semi-private rooms 
and wards—in Old Buildings or New ; 


Hill-Rom surface mounted A.E. (Aluminum Extruded) Screening jiysures a 
neat, streamlined appearance to the well appointed hospital room. Any 
bumps or waves in the ceiling are bridged by the track and made incon- 
spicious. The track can be installed with heavy toggle bolts without showing 
drill marks or plaster chips. 

The combination of the aluminum track and nylon slides give a smooth, 
quiet operation. Nurses appreciate the no-jerking, no tugging, no coaxing 
movement of the curtains. The maintenance staff will appreciate the mini- 
mum amount of maintenance work necessary. 


New Screening catalog will be sent on request. 


& If attention to the patient is of 
short duration, the nurse need 
merely pull the curtain between 
the two beds. The curtains ex- 
tend to 12” above the floor— 
the correct height when the Hilow 
bed is in low position. 


BATESVILLE, INDIANA 
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1.V. therapy rules amended 


Dear Sir 

In the Aug. 1, 1960 issue of the 
Journal, Part I, page 59, under the 
Professional Practice “notes and 
comments” item, “New Jersey 
adopts I.V. therapy rules”, a reso- 
lution published in 1959 was 
quoted. Without the following 
amendment, announced Feb. 18, 
1960, this item is misleading: 
Amendment to New Jersey Board of 
Nursing Resolution Dated July 20, 
1959, Concerning Administration of 
Intravenous Therapy. 

“The New Jersey Board of Nurs- 
ing, having studied the question 
of administration of intravenous 
therapy further, and after several 
conferences with the representa- 
tives of the [New Jersey] State 
Board of Medical Examiners and 
representatives of the [New Jer- 
sey] Hospital Association, have 
concluded that under certain cir- 
cumstances the administration of 
intravenous therapy by registered 
nurses licensed by this board shall 
be permitted. 

“The New Jersey Board of Nurs- 
ing has agreed that intravenous 
therapy may be administered at 
the direction of a licensed physi- 
cian or surgeon of this state by 
registered nurses licensed in this 
state where they have received a 
course of instruction in intravenous 
therapy and have been approved 
by the medical staffs of the ap- 
proved hospitals of this state. 

“Only the following medications 
may be administered by such reg- 
istered nurses as heretofore re- 
ferred to: 

1. Glucose 
. Saline solution 
. Vitamins 
. Ringer’s lactate solution 
. Amino acids 
. Antibiotics 
‘The New Jersey Board of Nurs- 
ing is agreed further that in order 
to adequately prepare registered 
nurses for the administration of in- 
travenous therapy in the permitted 
categories, a course in intravenous 
therapy shall be included in the 
basic curriculum of the approved 
schools of professional nursing of 
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this state, and that such course 
shall be approved by the New Jer- 
sey Board of Nursing. 

“The New Jersey Board of Nurs- 
ing is further agreed that under 
no circumstances shall practical 
nurses, nurses aides, orderlies, 
nurse technicians or any other 
limited category connected with 
the nursing profession be per- 
mitted to administer intravenous 
therapy. 

“It is further agreed that those 
registered nurses who have here- 
tofore or may hereafter receive 
training prior to the establishment 
of an approved course in intra- 
venous therapy in the basic curric- 
ulum of the approved schools of 
professional nursing of this state, 
be recognized as being qualified to 
continue to administer intravenous 
therapy in the permitted categories 
provided they receive the approval 
of the medical staffs of the ap- 
proved hospitals of this state.”— 
RICHARD S. GREENFIELD, assistant 
director, New Jersey Hospital As- 
sociation, Trenton. . 


Crediting the source 


Dear Sir 

My article entitled “Attention 
all department heads” was pub- 
lished in the Aug. 1, 1957, issue of 
HOSPITALS, J.A.H.A. It was a dis- 
cussion of completed staff work in 
relationship to the hospital. 

This paper was based upon notes 
which I prepared during military 
service many years ago. It has 
since been called to my attention 
that a paper on this subject was 
written by the then Col. Archer 
Lerch and published in the Army- 
Navy Journal, Jan. 24, 1942. It is 
now apparent that the notes on 
which I based my paper were 
based upon the work by Colonel 
Lerch. I was not aware of this and 
would have been glad to give ap- 
propriate credit had I been so 
aware. I am now glad to give be- 
lated credit to the author of the 
original paper and to the jour- 
nal in which it was published.— 
ARNOLD E. MOUISH, assistant man- 
ager, Veterans Administration 
Hospital, Battle Creek, Mich. ® 
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KENNETH B. BABCOCK, M.D. 


We are adding a 15-bed geriatric 
or chronic illness unit to our hospital. 
Do we need to have as high a ratio 
of trained personnel to patients as 
we do on other units? Also, must our 
medical records be as comprehensive 
as for patients on other units? 


No. Only provide enough trained 
personnel to give good, adequate 
patient care. There is no fixed ra- 
tio of personnel to patients that 
must be adhered to. The ratio is 
determined by the size of unit, 
types of patients, and by the type 
of care to be given. 

Every inpatient should have a 
physical examination and a history 
recorded on him. Items such as 
nurses’ notes, progress notes, etc., 
can be minimized for patients on 


visits 


geriatric or chronic illness units. 


One of our physicians claims that 
it is not necessary to have a patient 
complete an “operative consent” form 
for minor operations such as cervical 
conization. He claims that he does not 
obtain one from his patients when he 
treats them in his office for the same 
condition. Should the hospital require 


one? 


Yes. The hospital and the physi- 
cian should have the written con- 
sent of the patient for every major 
or minor operative procedure. 


* 


In our smaller hospital, we have a 
medical record technician in charge of 
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NON-SELECTIVE 


KILL 


Exceptionally wide 
range effectiveness 
against spores, bacte- 
ria (including Staph & 
Strep), viruses, molds 
and other pathogens. 


@ ratic of personnel to pa- 
tients on geriatric units 


@ consent for operation 
@ coding of medical records 


@ administration of drugs in 
labor, delivery rooms 


@ frequency of pathologist's 


the medical record room. She claims 
that she has neither the time nor the 
knowledge to code charts. Is coding 
of medical records a mandatory re- 
quirement of the Joint Commission? 


No. Coding of medical records 
is not a mandatory requirement of 
the Joint Commission, although it 
is strongly recommended. It might 
be well for your hospital to arrange 
for the services of a registered 
medical record librarian on a con- 
sultant basis to teach and assist 
your medical record technician. 


* * 


Does the Joint Commission require 
the presence of the physician in the 
delivery or labor room when oxytocics 
such as Pituitrin® are given? 


No. The Joint Commission has 
no rules for physicians on admin- 
istration of therapy. However, the 
above rule is a good rule. It is 
recommended by the American 
College of Obstetricians and Gyne- 
cologists in its Manual of Stand- 
ards in Obstetric-Gynecologic 
Practice. Moreover, I trust that this 
rule is included in the rules and 
regulations of many hospitals with 
obstetrical departments. 


* * 


When an arrangement for a full- 
time pathologist is not possible be- 
cause of the size or character of the 
hospital, how often should a consult- 
ing or visiting pathologist visit the 
hospital? 


The minimum requirement is 
once a month. Preferably a pa- 
thologist would visit the hospital 
once a week. The pathologist’s 
visits should be regular and at a 
specific time so that members of 
the medical staff may utilize his 
services to the fullest. 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 200 E. Ohio St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his stoff. 
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many hospital patients don’t, can’t or won’t eat 


“... the offering of an adequate diet is no guarantee of its acceptance.’ * 


SUSTAGEN 


COMPLETE THERAPEUTIC NUTRIMENT 


helps assure sound nutrition for patients who need it most 


a complete food—for tube or oral feeding —Sustagen 
provides complete nourishment—including generous 
amounts of protein, calories, vitamins, and essential 
minerals. May be used in tube feeding as the sole diet 
or may be taken orally as a supplement. Sustagen is 
palatable and usually well accepted by sick patients. 


for use in therapeutic diets—Sustagen enhances the 
nutritional value of many therapeutic diets in common 
hospital use. Low in fat, bulk and fiber, it is easily toler- 
ated. Sustagen may be used advantageously in bland, 
soft, or full liquid diets, in peptic ulcer diets and in 
high-calorie feeding programs. 


\ 


easy to use for accurate control of nutritional intake — 
Sustagen offers an easy and accurate means of control- 
ling caloric and protein intake for the patient. Sustagen 
powder mixes readily with water to make a smooth, 
palatable, nutritious beverage. One glassful provides 
390 calories and 23.5 Gm. protein. 


printed services available — Recipes for Sustagen Bev- 
erages and Printed Diet Sheets are available. Ask your 
Mead Johnson Representative for these, or write to us, 
Evansville 21, Indiana. 


*Pareira, M. D.; Conrad, E. J.; Hicks, W., and Elman, R.:; J.A.M.A. 


156:810-816 (Oct. 30) 1954. 
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EIGHTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTION 


the hospital as well as others of us concerned with 
infection control—learns more about the con- 
tinuing importance of the problem, we seem to be getting 
an increasing number of requests for specific instructions 
on not only “how to” but “how frequently” disinfectants 
should be applied. Fortunately, the simplicity of applying 


M ORE and more each month as everyone —those in 


Amphy!®, O-syl®, or Lysol® disinfectants, and Tergisy 
detergent-disinfectant, makes it possible for us to furnish 
you with easy-to-follow instructions on any one of them. 
The frequency with which they need to be used in various 
applications, however, may vary widely depending upon 
the degree of environmental contamination to which the 
particular area is exposed. Many hospitals have done their 
own bacteriological testing and set up their own standards 
of frequency’ on various services. For general guidance, 
you may find the following suggestions helpful. 


Writing on “Sanitation in Patient Care Areas”, Dr. Ruth 
B. Kundsin (Journal of the American Medical Women’s 
Association, January, 1960) emphasizes the dangers of 
bacterial fall-out from commonplace hospital activities 
and suggests two methods of attack: 1) to decrease fall-out 
by a careful re-evaluation of activities, and 2) to destroy 
bacteria deposited. Among the recommendations made to 
accomplish the latter is disinfection of floors by the wet 
pickup technic on the following schedule: “daily disinfec- 
tion — corridors, delivery room, dressing room, emergency 
ward, isolation rooms, nursery, pediatric ward, and utility 
rooms; weekly disinfection —medical ward and surgical 
ward; and terminal disinfection—autopsy room, single 
room, maternity ward, and operating room.” 


Dr. H. Taylor Caswell and his co-workers at the 900-bed 
Temple University Medical Center reveal some interesting 
figures on both the incidence and control of staphylococcal 
infections as experienced over three years with 60,000 
admissions a year. (Surgery, Gynecology & Obstetrics, 
May, 1960) While infection in 10,000 clean surgical 
wounds each year decreased approximately 60%, there was 
an appreciable increase in hospital related medical infec- 
tions with phage type 80/81 identified in 71%. Concur- 
rently, the number of patients admitted for treatment of 
staphylococcal disease doubled — emphasizing the hospital's 
problem in care of this constant flow of heavily contami- 
nated patients into the hospital from the community. 


May we again mention that one of the best dramatiza- 
tions of how the staph-infected patient can contaminate the 
hospital is shown in the color motion picture, “Hospital 
Sepsis: A Communicable Disease”, sponsored jointly by 
the AHA, AMA, and ACS on an industry grant with tech- 
nical supervision by Dr. Carl W. Walter? When this film 
is shown in your hospital, be sure to see it. An essential 
measure recommended to control spread of staph through 
the environment is generous use of bactericidal cleaning 
met 


L & F’s Tergisyl® detergent-disinfectant fits the recom- 
mendations made by Dr. Walter when describing his floor- 
flooding technic at a Massachusetts Medical Society 
meeting —that a synthetic phenolic is the product of choice 
for operating room floor care. We have just revised our 24- 
page booklet on Tergisyl and would be glad to send you a 
copy, Or as many copies as you would like for teaching pur- 
poses. Included are suggestions for use of this combined 
cleaning and disinfecting agent in all areas of the hospital 
in the economical new 1:100 dilution. Tergisyl is also the 
detergent-disinfectant used at Huggins Hospital in Wolfe- 
boro, New Hampshire, under Dr. Ralph Adams’ instruc- 
tions, to achieve “near sterility” of operating room floors, 
walls, and furniture following his “zone concept” of bac- 
teriologic cleanliness. (SG&O, March, 1960) If you would 
like this new booklet, a reprint of Dr. Adams’ article, and 
Tergisyl samples, please write us. 


Are you concerned about adequate chemical disinfection 
of catheters? So much has been in the literature recently on 
the dangers of inadequate sterilization that we wouldn’t be 
surprised if you were. To help you meet this problem, we 
have prepared an instruction card on O-syl® disinfectant 
specifically on this subject. The card is designed so that it 
may be posted for permanent instructions, or we will send 
you multiple copies for teaching purposes if you wish. Just 
let us know which you want. O-syl’s broad microbicidal 
activity against a wide variety of enteric organisms as well 
as Staphylococci, Pseudomonas, and TB bacilli recommends 
it for this use. 

Focusing their attention on gram-negative bacilli, Dr. 
Hans H. Zinsser and his co-workers from the Department 
of Urology at Columbia University College of Physicians 
and Surgeons report alarmingly high mortality from septi- 
cemias due to urinary infections as follows: E. coli 
bacteremias, 38%; Aerobacter aerogenes, 60% ; and Pseu- 
domonas aeruginosa, 75%. While they were successful in 
reducing mortality from Aerobacter aerogenes septicemia 
in 1958 and 1959 60%, the incidence increased 300%, 

inting up the great need for combatting the changing 

acterial flora in the hospital with aseptic cleanliness. (The 
Journal of Urology, page 755, May, 1960) 


Some of you will be reading this letter before the Ameri- 
can Hospital Association meeting in San Francisco and 
some afterwards. Others may be seeing it before the Ameri- 
can Public Health Association meeting, which is also in 
San Francisco this Fall. If you are at either of these meet- 
ings, we hope you will stop and visit us at our exhibit booth. 
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—of equal significance 


ii WAS NOTED in this column last 
issue that Oct. 1, 1960, “could 
be one of the most significant dates 
ever for the hospitals of this na- 
tion”, because on this date the 
single national Blue Cross organi- 
zation came into being. 

Equally significant for the hos- 
pitals of the United States is that 
on this date the provisions of the 
Kerr-Mills Bill became effective. 
Concerned as it is with the health 
care of the aged, this bill will 
greatly assist both the aged and 
hospitals in financing the cost of 
illness, provided its provisions are 
implemented at state and local 
levels. 

Because this bill may become a 
pattern for future legislation for 
financing the health care of all age 
groups—a long-range goal of the 
American Hospital Association—it 
is imperative that it succeed. Al- 
though the federal government 
will provide matching funds, the 
formulation and administration of 
programs pertaining to health care 
of aged indigent and medically in- 
digent are left to the states. 

Therefore, hospitals have an un- 
precedented opportunity to work 
with state officials and legislatures 
and medical and other health 
groups to develop reimbursement 
programs which will insure ade- 
quate payments to hospitals and 
nursing homes for health care 
given to recipients of old age as- 
sistance and patients over 65 who 
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become medically indigent because 
of illness. 

The key to effective participa- 
tion by hospitals at the state level 
is the state hospital association, 
working with the state medical so- 
ciety. It is urgent that these agen- 
cies take the initiative in working 
with state governmental bodies and 
Blue Cross. It is essential that the 
state hospital associations persuade 
state governors and legislatures 
that hospitals must receive full re- 
imbursement for all health care 
rendered to aged indigent and 
medically indigent. 

In establishing a reimbursement 
schedule for payments to hospitals, 
the aim should be to obtain “full- 
cost” payments and to avoid a 
“total-dollar” ceiling. This means 
that full payment for each patient 
day of authorized care is the fi- 
nancial goal. 


—hospital formulary system 


UCH HAS been written about 

hospital formularies and the 
hospital formulary system during 
the past several years—and for 
good reason. After almost 150 
years of successful and construc- 
tive operation in hospitals through- 
out this country, the hospital for- 
mulary system has come under 
attack by a segment of the phar- 
maceutical industry. This segment, 
with what would appear to be 
considerable financial resources at 
its disposal, has waged an increas- 
ingly aggressive campaign over 
the past five years to force hospi- 


tals to abandon their program of 
rational drug therapy, including 
the use of nonproprietary termi- 
nology, and instead to dispense 
only the brand-name drug speci- 
fied in the physician’s prescription 
or medication order—this in con- 
travention of the provisions of the 
hospital formulary system created 
by the hospital’s medical staff and 
used by its members to insure the 
best possible therapy for patients. 

Recent happenings in Pennsyl- 
vania suggest very strongly that 
the present attack on the hospital 
formulary system is through state 
boards of pharmacy and that the 
battleground will be the courts of 
law or the state legislatures. The 
primary targets of the attack are 
the individual hospital, its medical 
staff and its pharmacist. There is 
little doubt that a victory by the 
anti-hospital-formulary forces 
over hospitals and the hospital 
formulary system in Pennsylvania 
could trigger similar action in 
other states. 

The financial resources available 
to these forces, which seek to com- 
pel hospitals to dispense name- 
brand drugs instead of their non- 
proprietary name counterparts, 
lead some observers to believe that 
the issue is in doubt. Other ob- 
servers, including the writer, are 
confident that with the law as well 
as an aroused public opinion on 
the side of the hospitals, the issue 
will be resolved in favor of the 
hospitals, the hospital formulary 
system, rational drug therapy and 
the use of nonproprietary termi- 
nology. 

Regardless of the outcome of the 
Pennsylvania controversy, how- 
ever, it should now at long last 
be crystal clear to every hospital 
in every state that it must re- 
evaluate the legal status of its 
formulary system with the least 
possible delay to make certain that 
its procedures conform with the 
law and the applicable regulations 
of the state board of pharmacy of 
the state in which it is located. This 
reevaluation should be accom- 
plished by counsel for the hospital 
in consultation with appropriate 
representatives of the medical staff 
and the board of trustees as well 
as the hospital pharmacist and the 
hospital administrator. 

Hospital personnel will find two 

(Continued on page 129) 


49 


IATION 

sPiTa 

« > 

x 

%) 


i \ LL OVER the country a phenom- 


enon is taking place that 
jeopardizes the very existence of 
hospitals. It also is forcing many 
physicians to abandon the meth- 
ods of their choice in the diagnosis 
and treatment of certain patients, 
because they fear unjustified law- 
suits. I refer to the rapidly grow- 
ing practice on the part of patients 
to expect a guarantee of a perfect 
result in every case. This stand- 
ard is utterly impossible to meet, 
in spite of the amazing advances 
made by modern medicine and 
chemistry in the diagnosis and 
treatment of disease. In fact, it 
is largely because of the miracles 
performed by today’s doctors and 
hospitals that patients have begun 
to expect a miracle in every case 
—and to sue if it doesn’t take 
place. 

Physicians and hospitals can be 
guilty of negligence, and they 
should and do carry insurance to 
protect themselves. They and their 
insurance companies should be 
willing to make a fair settlement 
if the facts clearly indicate negli- 
gence (and I am using the word 
“negligence” to include “malprac- 
tice”). 


TYPES OF LAWSUITS 


Prior to the last two decades, 
there were very few suits brought 
against physicians and hospitals 
that did not involve a bona fide 
factual question of alleged negli- 
gence. But that situation has 
changed in recent years. Now, 


there are two other kinds of law- 


suits that are increasingly brought 
against both physicians and hospi- 
tals. The first type is the so-called 
“nuisance” suit where there is no 
valid claim supportable by sound 
evidence of negligence, but the 


claimant brings his suit because 


he anticipates that the physician 
or hospital will settle out of court 
rather than suffer adverse pub- 
licity. Furthermore, there is always 
the remote possibility of an un- 
justified jury verdict at the end. 


Thomas Hale Jr., M.D., is director, Al- 
bany Hospital, Albany, N.Y. 


MALPRACTICE 


The increasing number of “negli- 
gence” and “malpractice” lawsuits are 
forcing physicians to abandon certain 
diagnostic and treatment procedures 
as well as jeopardizing the existence 
of hospitals, the author contends. He 
discusses the types of suits against 
hospitals and physicians and offers 
suggestions for defense against these 
lawsuits. 


This suit is frequently instituted 
for many thousands, sometimes 
hundreds of thousands, of dollars, 
yet an eventual settlement of a 
few hundred dollars or less may 
be accepted. In the meantime, the 
insurance company is forced to set 
up substantial reserves which are 
charged against the hospital. In 
Ohio, a recent study by the state 
hospital association showed that 
suits for as much as one and one- 
half million dollars were settled 
out of court for fifteen hundred 
dollars. This is nothing less than 
legalized blackmail, yet in the 
hospital field such suits have mul- 
tiplied alarmingly in the past 15 
years. 

The second type of suit is also 
multiplying rapidly and is far 
more dangerous. This is the suit 
where the patient sues the physi- 
cian and/or hospital for negligence 
on the assumption that negligence 
exists, because he is worse or no 
better than he was when he sought 
care. The age-old and time-proven 
common law defenses to negligence 
actions, i.e., that the alleged injury 
was accidental, or that it resulted 
from an act involving the exercise 
of judgment on the part of the 
defendant, are being constantly 
eroded by judges and juries. Claim- 
ants do not always rely technically 


on the doctrine of res ipsa loquitur, 
but the presentation of the brief 
and the tenor of the arguments are 
in many cases attuned to creating 
this impression in the minds of 
judge and jury. 


DANGERS INVOLVED 


Why is this so dangerous? Why 
isn’t it sound public policy to 
spread the risks and take care of 
the thousands or hundreds of 
thousands of patients every year 
who don’t get well after treat- 
ment? The answer is two-fold. In 
the first place, the explosive in- 
creases in premium rates for the 
past few years, together with set- 
tlements, costs of defending suits 
and judgments rendered are im- 
posing heavy financial burdens 
which hospitals can not afford to 
bear. In Ohio, for example, the 
costs of operating hospitals in- 
creased more than $2 million in 
1958 for these reasons. Many hos- 
pitals are experiencing serious dif- 
ficulties in procuring liability in- 
surance, because of the rash of 
suits threatening them. This is a 
growing problem in all sections of 
the country, yet no hospital would 
want to stay in operation without 
adequate insurance coverage. 

In the second place, ‘physicians, 
too, are having difficulties procur- 
ing insurance, and the premium 
rates are rising to astronomical 
proportions. Yet, far more serious 
than the financial threat to the 
physician’s pocketbook is the grow- 
ing reluctance of physicians to use 
the latest and best diagnostic or 
treatment methods when they in- 
volve any substantial risk. Medi- 
cine is not an exact science where 
black is black and white is white. 
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Aside from a small percentage of 
cases, every patient coming to a 
physician presents a diagnostic 
problem which tests the physician’s 
knowledge and judgment. Not often 
do two doctors handle a difficult 
case exactly the same way. And 
we are only now beginning to 
realize, through advances in the 
psychosomatic field, how strong a 
part mental and emotional factors 
play in many types of illnesses. 
These can be very difficult to eval- 
uate or control, yet they can pro- 
foundly influence the course of 
disease and the response to treat- 
ment. 


MANY RISKS FOR PATIENT 


Almost every form of treatment 
the field of medicine has developed 
involves some risk to the patient. 
Granted, there is a far greater risk 
in the case of the injection of 
radio-opaque dye into a patient’s 
arteries, for example, than in the 
prescription of aspirin four times a 
day. Yet, the distinction is rela- 
tive, and, as medical science has 
progressed, complex methods of 
diagnosis and treatment undreamed 
of 30 years ago are now in com- 
mon usage. 

For example, there is a case now 
pending against a large medical 
center hospital in which a thoracic 
surgeon made a preoperative diag- 
nosis of cancer of the lung based 
on the history, physical examina- 
tion and x-rays. When the chest 
was opened, the lung appeared to 
have an area of cancerous growth 
although frozen section pathologi- 
cal examinations made during the 
operation did not confirm this clini- 
cal diagnosis. (A negative finding 
here is obviously not conclusive.) 
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The patient was only 38 years 
old, and, if this was cancer, his 
only chance of survival for more 
than a brief period of time lay in 
the removal of the lung. If it was 
not cancer, the patient’s life would 
not be jeopardized by removal of 
the lung, because it is possible to 
get along satisfactorily with one 
lung. 

The alternative diagnosis at op- 
eration was an area of heavy 
pneumonic infiltration of such a 
serious nature that, in the opinion 
of the operating surgeon, the lung 
should be removed anyway. There- 
fore, in the exercise of his best 
judgment and with all possible 
facts at hand, the surgeon removed 
the lung. Later the lung proved to 
be noncancerous. 

The patient made a complete re- 
covery, but is now suing both sur- 
geon and hospital for alleged error 
in diagnosis. Here is a case where 
a highly competent surgeon exer- 
cised his best judgment and per- 
formed the only procedure that 
could protect the patient against 
loss of his life, yet he finds himself 
the defendant in a sizable lawsuit 
as a result. The publicity alone is 
not only disconcerting but also 
can be very damaging. 

This case is cited as an illustra- 
tion of the medico-legal considera- 
tions that must be paramount in 
the mind of every surgeon when 
he performs an operation. This 
case also illustrates the tendency 
of claimants to sue both doctor 
and hospital, even though the hos- 
pital could not conceivably have 
been at fault since the surgeon 
was in private practice and was 
in no sense an employee of the 


hospital. 


Another illustration involves the 
use of electric shock therapy in 
the treatment of mental disease. 
This treatment, together with in- 
sulin shock therapy and metrazol 
shock therapy, has proven to be 
very effective in relieving tensions 
and alleviating depressions, as well 
as being helpful in several other 
types of mental illnesses. In any 
type of shock therapy, however, 
there is an inherent risk of frac- 
tured bones. This occurs in a mini- 
mal percentage of cases regardless 
of how carefully the procedure is 
carried out. Yet, ‘neither doctor 
nor hospital can become an in- 
surer against fractures in the 
thousands of electric shock treat- 
ments that are given each day in 
large psychiatric centers. The pa- 
tient must assume some risks when 
he agrees to certain types of diag- 
nostic or treatment procedures, and 
he cannot expect the doctor or hos- 
pital to be financially liable when 
no negligence is involved. 


Still another illustration involves 
the occurrence of postoperative 
wound infections or other infec- 
tions which appear after the pa- 
tient has been admitted to a hos- 
pital. There have always been 
infections in hospitals and there 
always will be, and it is the daily 
responsibility of physicians, nurses 
and hospital administrators to take 
every possible precaution to hold 
such infections to a minimum. The 
possibility of infection is one risk 
which patients must be willing to 
accept as a concomitant to hos- 
pital admission and treatment. But 
now we read of lawsuits against 
hospitals based on the fact that 
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“an infection developed”, with the 
assumption that someone must 
have been negligent. This does not 
mean that where there is a gross 
violation of sterile techniques, the 
hospital or the attending physi- 
cian, or both, should not be held 
liable. But neither of them can 
accept responsibility for the vast 
majority of infections which arise 
without any demonstrable negli- 
gence on anyone’s part. 


Another illustration involves 
commitment to mental institutions. 
If a patient is disoriented, excited 
or has threatened injury to him- 
self or others, he should be ad- 
mitted to a mental hospital for 
the protection of himself and his 
neighbors. Sometimes, however, 
the patient sues the doctor and/or 
hospital for false imprisonment. 
This is a difficult kind of suit to 
defend, because of the highly un- 
favorable publicity involved. By 
the same token, if this patient was 
not committed, and he injured 
himself or others, a legitimate 
cause of action could arise against 
hospital or doctor for failure to 
commit the patient. Only too often 
there seems to be less risk of a 
lawsuit in doing nothing than in 
taking a positive action. As a re- 
sult physicians are becoming more 
and more influenced to “play it 
safe” rather than take affirmative 


_ Steps in the best interests of the 
patient. 


Physicians are accustomed to 
explaining the risks involved and 
usually will not proceed with 
treatment unless the patient has 
given his permission after learning 
the risks. However, in an increas- 
ing number of cases, physicians are 
sued when patients were injured, 
or Claimed they were injured, as 
a result of diagnostic or operative 
procedures—even when the risks 
had been fully explained to them 
beforehand and permission granted. 


LAWS PROVIDE PROTECTION 


Where negligence is involved, 
physicians and hospitals should be 
held accountable, but if physicians 
and hospitals are held financially 
liable for every accident, every 
error of judgment and every bad 
result which befalls patients, the 
practice of medicine will radically 
change (to the detriment of the 


patient) and most hospitals will 
eventually be forced to close their 
doors. 

Under English law, hospitals, as 
charitable institutions, were once 
immune from liability for the acts 
of their employees. This doctrine 
of absolute immunity was carried 
over into most American jurisdic- 
tions when this country was first 
settled. Gradually, this doctrine 
has been whittled away, first to 
partial or conditional immunity, 
and finally to complete loss of im- 
munity in many states. Courts 
have been sympathetic to the 
plight of the patient, realizing his 
previous helplessness to obtain 
redress where serious negligence 
was involved. They could not fore- 
see that granting the patient the 
right to sue would be so abused 
by some -patients that the very 
existence of hospitals would be 
threatened. 

From the viewpoint of public 
policy, this situation needs further 
review, with some modified form 
of liability up to fixed limits sug- 
gesting itself as a possible final 
compromise. The state of New Jer- 
sey has already passed such a law 
limiting the liability of hospitals 
to $10,000 in negligence and mal- 
practice suits, and a similar law 
was passed by both houses in Ohio, 
but was vetoed by the governor at 
the last moment. In Kansas, the 
experience of hospitals was so 
onerous after the courts removed 
their charitable exemption that 
the legislature restored this im- 
munity five years later. 


NEED FOR REMEDIAL LEGISLATION 


The experience of Ohio, New 
Jersey and Kansas seems to indi- 
cate that if state hospital associa- 
tions organized facts and materials 
carefully, a strong case could be 
presented to the legislature which 
might result in remedial legisla- 
tion. The public is certainly con- 
cerned with rising hospital costs 
and should be expected to lend 
support to a solution which would 
relieve hospitals of the serious 
threat to their financial stability 
and provide a sound measure of 
redress for those patients who suf- 
fer injury through negligence. The 
brief prepared by the Ohio Hospi- 
tal Association was particularly 
well documented, and the favor- 
able reaction of that state’s legis- 


lature could be duplicated in other 
states if similar care were taken 
to present a strong case backed up 
by pertinent facts and figures. 


STRENGTHEN HOSPITAL DEFENSES 


In the meantime, there are sev- 
eral steps which hospitals can take 
to lessen their vulnerability to 
lawsuits and strengthen their de- 
fenses in case suits are instituted. 

One plan which offers promise 
has been tried successfully in some 
states in connection with suits 
against physicians, but could be 
adapted to apply in suits against 
hospitals as well. This plan uses 
a group of presumably disinter- 
ested but competent individuals to 
review each threatened suit. If 
they find negligence resulting in 
damage to the patient, a settle- 
ment is recommended and the 
settlement suggested. However, if 
there was no negligence involved, 
or the damage was questionable, 
the group recommends that the 
suit be defended in court. Insur- 
ance companies apparently are 


Emergency 
Polio Ward 
Built 
in 24 Hours 


(RIGHT) A young polio patient's iron 
lung is transported from ward to ward 
by using 100-foet long extension cords 


in @ relay to keep it “breathing”. 


Even today, minor miracles still 
happen aided by a little courage, 
enthusiasm and initiative from the 
people who make them. 

In Spartanburg, S.C., a 14-hour 
crash construction project trans- 
formed the Spartanburg General 
Hospital’s storeroom into a fully 
equipped, ready-to-operate polio 
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willing to go along with the rec- 
ommendations, and the plaintiffs’ 
attorneys, in the long run, have 
more to gain than lose by accept- 
ing such recommendations. In the 
case of hospitals, the group might 
consist of two or three hospital 
administrators and two or three 
physicians. Furthermore, hospital 
administrators should discuss with 
attorneys the problems of mal- 
practice and negligence suits in- 
volving hospital liability. Adminis- 
trators also might solicit invitations 
to talk before county bar associa- 
tion meetings or other local groups 
of lawyers. Leading attorneys in 
the community might also be in- 
vited to address hospital meetings. 
Interprofessional codes of ethics 
have been adopted in many states, 
and joint seminars have proved 
eminently successful. 

Every hospital should review and 
strengthen its safety campaign, or 
initiate one if it does not already 
exist. This is an area of hospital 
administration where constant su- 
pervision is necessary. Infection 


committees should be established 
and their recommendations heeded 
and acted upon as far as possible. 
General permission forms should 
be obtained from each patient at 
the time of admission, and special 
forms should be obtained prior to 
any procedures offering unusual 
hazard to the patient. 

A system of reporting incidents 
and accidents should be estab- 
lished, and a permanent inter- 
office memorandum made of every 
untoward incident involving pa- 
tients or visitors. These reports 
should be evaluated each day by 
the hospital administrator. When 
an incident or accident has oc- 
curred and a patient has either 
been injured or alleges that he 
has been injured, a contact should 
be made immediately with the in- 
surance company. The 24 hours 
immediately following an incident 
is the best time to obtain eye 
witness reports in writing and to 
follow up with the collection of 
any pertinent data. 

All of these procedures will not 


in themselves prevent negligence, 
but they will tend to keep every- 
one alerted for carelessness, and 
they will make a suit defense much 
simpler. 


Hospitals are no longer immune 
from responsibility for the acts of 
their employees. There is a new 
feeling among patients that can 
best be expressed by the phrase, 
“Somebody’s gonna pay for this, 
you can bet.” Doctors and hospi- 
tals are equally affected by the 
serious results accruing from this 
change in patient attitude. It is 
essential that they put aside petty 
dissensions and unite to ward off 
this growing danger, because the 
public will suffer if hospital costs 
are radically increased for every- 
one so that a few individuals can 
benefit from excessive jury awards. 
Furthermore, the public will suffer 
more if doctors hesitate to use 
indicated diagnostic and treatment 
procedures because of fear of un- 
justified lawsuits. s 


ward, as an influx of new positive 
or suspect polio cases admitted to 
the hospital began to overtax the 
already inadequate facilities. 
Polio victims began arriving at 
the hospital early in July at the 
rate of approximately one per day. 
This rate was not sufficient to 
cause undue concern, but cases 
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continued to mount daily. 

Then, on Friday morning, July 22, 
reports indicated a sharp increase 
in the number of polio cases. An 
emergency meeting was called and 
a decision was made to provide for 
the situation by creating another 
polio unit out of a storeroom. 

Local electrical, air-condition- 


ing, plumbing and construction 
companies were called and the 
situation quickly explained. By 
mid-afternoon, more than 30 men 
were busily at work—all of them 
planning to work through the night 
if necessary. With hospital person- 
nel participating, nine air-condi- 
tioners were installed in two hours, 
partitions were assembled and set 
in place, and power lines and tele- 
phones were connected. The last 
door was hung at 7 a.m. Saturday. 

When the patients were moved, 
they came in iron lungs, beds, 
cribs and in the arms of nurses. 
Moving the iron lungs presented 
the biggest problem. How can iron 
lungs be moved down elevators, 
across 200 feet of yard and into a 
downstairs ward without shutting 
off the power? The administrator, 
H. E. Hamilton, solved this prob- 
lem by using extension cords. 
Hundred-foot-long cords were con- 
nected from one ward to the other. 
As the lung moved 100 feet, it was 
plugged into another outlet until 
it reached the new ward. On the 
elevators, a nurse hand-pumped 
the lung. Emergency generators 
were available in case of power 
failure during the transfer. Ld 
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ATEMENT OF GUIDING PRINCIPLES 


ON THE OPERATION 


OF THE HOSPITAL FORMULARY SYSTEM 


Approved by the Board of Trustees of American Hospital Association August 27, 1960, 
and by the Executive Committee of American Society of Hospital Pharmacists August 16, 1960* 


PREAMBLE 

Hospitals marshal and organize 
the best professional skills and 
judgment available to provide care 
and treatment of patients. The 
treatment of these patients in many 
cases is dependent upon the effec- 
tive use of drugs. The multiplicity 
of drugs available makes it man- 
datory that a sound program of 
drug usage be developed within 
the hospital to ensure that patients 
receive the best care and protec- 
tion possible. 

In the interest of better patient 
care, hospitals and their medical 
staffs have advocated a program of 
objective evaluation, selection and 
use of medicinal agents in the 
hospital. This program is the basis 
of rational drug therapy. The hos- 
pital formulary concept is an ac- 
cepted method of providing a pro- 
gram of rational drug therapy in 
hospitals and has been utilized as 
such over the years by physicians, 
administrators and pharmacists. 

A valid hospital formulary pro- 
gram is based upon its approval 
by the organized medical staff, the 
consent of individual staff mem- 
bers, the functioning of a properly 
motivated Pharmacy and Thera- 
peutics Committee! of the medical 
staff, and upon acceptance of the 
use of nonproprietary terminology. 
The Pharmacy and Therapeutics 
Committee, composed of physi- 
cians and a pharmacist and se- 
lected under the guidance of the 
medical staff, represents the offi- 
cial organizational line of com- 
munication and liaison between 
the medical staff and the pharmacy 
department. The committee is re- 
sponsible to the medical staff as a 
whole and its recommendations 

*This statement and the commentaries 
that follow also appear in the October 


issue of the American Journal of Hospital 
Pharmacy. 
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are subject to approval by the 
organized medical staff, as well as 
to the normal process of adminis- 
trative approval. This committee 
assists in the formulation of broad 
professional policies relating to 
drugs in hospitals, including their 
evaluation or appraisal, selection, 
procurement, storage, distribution, 
use and safety procedures. 


DEFINITION OF HOSPITAL FORMULARY 
AND HOSPITAL FORMULARY SYSTEM 


This hospital formulary is a com- 
pilation of pharmaceuticals which 
reflects the clinical judgment of 
the medical staff; it is under con- 
tinuous revision to keep it current. 

The hospital formulary system 
is the accepted method whereby 
the medical staff of a hospital, 
working through a Pharmacy and 
Therapeutics Committee selected 
by it, evaluates, appraises and se- 
lects from among the numerous 
medicinal agents available, those 
that are considered most useful in 
patient care, together with the 
pharmaceutical preparations in 
which they may be administered 
most effectively. With prior con- 
sent of individual members of the 
organized medical staff, the hospi- 
tal formulary system provides for 
the procuring and prescribing of 
drugs under either their nonpro- 
prietary or proprietary names in 
instances where drugs have both 
names, although the nonproprie- 
tary designation is preferred and 
stressed and is used in dispensing 
and administering. Under the for- 
mulary system, the medical staff 
member agrees that when he pre- 
scribes by proprietary name he is 
(unless he otherwise indicates) 
authorizing the hospital pharma- 
cist to dispense and the nurse to 
administer the same drug under 
its nonproprietary name irrespec- 


tive of whether it is or is not of 
the same brand referred to in the 
prescription or order. 

GUIDING PRINCIPLES 

The following principles may 
serve as a guide to physicians, ad- 
ministrators and pharmacists in 
hospitals operating with the for- 
mulary system: 

1. The medical staff should 
appoint a Pharmacy and Thera- 
peutics Committee composed of 
physicians and the pharmacist and 
outline its purposes, organization, 
function and scope. 

2. The formulary system is a 
creation of the medical staff based 
upon the recommendations of the 
Pharmacy and Therapeutics Com- 
mittee. The medical staff should 
adapt the principles of the formu- 
lary system to the needs of the 
particular hospital. 

3. The medical staff should adopt 
written policies and procedures 
governing the formulary system as 
developed by the Pharmacy and 
Therapeutics Committee. Action of 
the medical staff is subject to the 
normal process of administrative 
approval. 

These policies and procedures 
should afford guidance in the 
evaluation or appraisal, selection, 
procurement, storage, distribution, 
use, safety procedures, and other 
matters relating to drugs in the 
hospital and should be published 
in the hospital’s formulary or other 
media available to all members of 
the medical staff. 

4. The medical staff should adopt 
the policy of, and formulate the 
procedure for, including drugs in 
the formulary and dispensing of 
such drugs by their nonproprietary 
names, even though brand name 
drugs are and will continue to be 
in common use in the hospital. The 

(Continued on page 57) 
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legal basis 


of the hospital 


formulary system 


by ALANSON W. WILLCOX 


ff Bec LEGALITY of the formulary 
system of dispensing drugs in 
hospitals can be discussed more 
intelligently in light of the guid- 
ing principles approved by the 
American Hospital Association and 
the American Society of Hospital 
Pharmacists. A major difficulty in 
the past has been that hospital 
practices have varied in particu- 
lars bearing upon legality, with 
the result that arguments pro and 
con have often failed to meet be- 
cause they were based on different 
assumptions regarding the man- 
ner of operation. Since the as- 
sumptions have often been un- 
expressed, confusion has been 
considerable. 

The purpose of the present pa- 
per is to explain the need for the 
legal precautions recommended by 
the guiding principles (see opposite 
page), and to indicate how they 
will serve to protect the legality 
of the formulary system as it gen- 
erally operates. 

The accompanying opinion of 
Boynton Livingston, Esq., con- 
cludes that these precautions avoid 
infringement of trademark right 
(see page 84). In the opinion of 
the present author (Alanson W. 
Willcox), the same precautions 
also avoid violation of the Federal 


Alanson W. Willcox is general counsel, 
American Hospital Association. 
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The author of this article, an at- 
torney, discusses the need for the 
legal precautions recommended by the 
“Statement of Guiding Principles on 
the Operation of the Hospital Formu- 
lary System”. He also describes how 
these re ndations serve to pro- 
tect the legality of the formulary sys- 
tem, as it usually operates, and the 
hospital and the pharmacist against 
civil litigation. 


Food, Drug, and Cosmetic Act, and 
they should avoid conflict with 
state laws in most if not all of 
the states. The wording of state 
laws varies, however, and it is 
possible that in a few states, the 
guiding principles may require 
modification in some particulars. 
Local court decisions and attor- 
ney-general opinions must be ex- 
amined, to make certain that none 
stands in the way. For all these 
reasons, only an attorney prac- 
ticing in the state can take respon- 
sibility for the legality of formu- 
lary system in that state. 


NECESSITY OF AGREEMENT BY PHYSICIAN 


There would be no “formulary 
problem” for the lawyers if in all 
prescriptions! the drugs ordered 
were described by their official or 

1. The word “prescription” as used 
throughout this paper includes what in 
hospital parlance is described as a ‘“‘medi- 


cation order’. It may consist merely of a 
notation on the patient’s chart. 


nonproprietary names. The only 
problem inherent in the system 
arises because, when prescriptions 
are written by proprietary names, 
the system stipulates that in nor- 
mal course the prescriptions will 
be filled without reference to brand 
identity. But for the agreement of 
the prescribers authorizing this 
course, it would be an illegal pro- 
cedure, and the‘guiding principles 
point out that it should not be 
followed in any instance in which 
the prescriber indicates in an ap- 
propriate manner that he does not 
wish it followed. 

A prescription affords the phar- 
macy or hospital its only legal 
authority to dispense or adminis- 
ter a drug bearing the prescription 
legend. This means that the dis- 
pensing or administering is illegal 
if it is not in accordance with the 
physician’s authorization or con- 
sent, even though the disparity 
consists only in a variance be- 
tween products chemically and 
therapeutically identical, but of 
different brands.” If the drug has 
moved in interstate commerce, 
dispensing of a brand not author- 
ized or consented to by the physi- 
sian may be a technical violation 
of the Federal Food, Drug, and 
Cosmetic Act; more important, it 


2. It is no defense that limitations im- 
posed by the physician are unimportant, 
or even ill-advised. 
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is in most states a violation of 
state antisubstitution laws or reg- 
ulations, 

There are ample reasons, legal 
as well as nonlegal, to guard 
against unauthorized dispensing or 
administering of drugs. Even 
where no health hazard is in- 
volved, as in the case of drugs 
chemically and therapeutically 
identical, there may be a material 
risk of disciplinary proceedings 
against the pharmacist, which 
could lead to suspension or revo- 
cation of his license, The hospital 
board of trustees or medical staff 
or administrator cannot justifiably 
expose the pharmacist to this risk. 

There is also the ever-present 
possibility of criminal prosecution 
of the pharmacist and perhaps of 
others—doubtless a slight risk as 
long as all goes well, but a risk 
not to be courted needlessly. 

Finally, although the chance of 
injuring a patient by dispensing 
one brand rather than another is 
extremely slight, medication er- 
rors do occur from time to time, 
and the defense of a case based 
on. medication error would be 
more difficult if it could be shown 
that the physician’s order had 
béen disregarded without his con- 
sent. 

For all these reasons, dispensing 
not authorized or consented to 
must be avoided. The question is 
how this can be done consistently 
with use of a hospital formulary. 

The simplest method, from the 
lawyer’s point of view, would be 
to require all physicians to write 
all prescriptions by the official or 
nonproprietary names of the drugs 
prescribed. If such a requirement 
could be made and enforced, there 
would be no legal problem in fill- 
ing the prescriptions or labeling 
the containers. Unfortunately, 
however, such a blanket require- 


-ment is generally thought imprac- 
tical of application to the entire 


medical staff. If any hospital were 
prepared to apply such a require- 
ment to its house officers, and ap- 
ply it rigorously, the consent of 
these officers called for by the 
guiding principles could be dis- 
pensed with. 


Precisely the same legal effect 
as the writing of a prescription 
by nonproprietary name can be 
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obtained by an imprint on pre- 
scription forms, suggested by the 
guiding principles as an optional 
procedure. Thus, if a physician 
signs a prescription in a proprie- 
tary name, but bearing the state- 
ment ‘dispensing by nonpro- 
prietary name authorized unless 
checked here ()” or similar word- 
ing, the meaning is clear. Unless 
the physician “checks here”, he 
has written a prescription in the 
alternative calling for either the 
brand which he has named or any 
other brand of the same basic 
drug. Whichever way the phar- 
macist fills it, he is acting in strict 
and literal accord with the pre- 
scription. 

Here again, however, what is 
an obvious and simple procedure 
from the lawyer’s point of view 
encounters difficulties in practical 
operation. It is awkward to place 
the necessary imprint on all of 
the many hospital forms and in 
all the places where medication 
orders may appear; physicians oc- 
casionally use prescription blanks 
they have brought from their of- 
fices and in emergencies drug or- 
ders may be given orally and 
confirmed later. The imprint de- 
vice, in short, although a useful 
supplementary mechanism, is not 
for most hospitals a satisfactory 
over-all means of authorizing ap- 
plication of the formulary system. 


LEGALITY OF GENERAL CONSENT 


It is for these reasons that a 
general authorization given in ad- 
vance, by all staff physicians and 
all other prescribers who may use 
proprietary names, is generally a 
prerequisite to the operation of a 
hospital formulary system. Let us 
consider, first, whether physicians 
are permitted by law to give such 
general authorization; second, the 
manner in which the authorization 
should be manifested, and third, 
its legal effect as protection to the 
pharmacist. 

The legality of general consent, 
as prior authorization has usually 
been called,? has been questioned 
on the ground that it constitutes 
an unlawful surrender of profes- 
sional judgment, which medical 

3. The words “authorization” and “con- 
sent” are for present purposes inter- 
changeable, but “authorization” seems 
more descriptive in that it suggests the 
effirmative role of the physiciens in the 
formulary system, as distinguished from 


the passive acauiescence which might 
suggested by the word “consent”. 


practice acts require to remain un- 
trammeled. So far as this author 
is aware, such an argument has 
never been directed against a for- 
mulary system which, like that 
envisaged by the guiding princi- 
ples, provides a ready means by 
which the physician may insist 
upon a particular brand of drug 
in any instance in which he deems 
such action wise. The argument, 
nevertheless, should be examined 
on its merits. 

When a physician accepts the 
privilege of practicing in a hos- 
pital, he commonly yields to the 
medical staff as a whole, so far as 
his practice in that hospital is 
concerned, certain professional de- 
cisions which he is otherwise free 
to make for himself. 

If he disapproves of the operat- 
ing room procedures, or the limita- 
tion on the use of oxygen for pre- 
mature infants, or a requirement 
of consultation in certain circum- 
stances, or the surveillance of his 
work by the tissue committee—to 
pick examples at random—he is 
free to take patients elsewhere 
and practice as his own judgment 
may dictate, But he is not free to 
disregard, in that hospital, the 
reasonable rules established pur- 
suant to the consensus of his pro- 
fessional peers. So the courts have 
held. 

Generally speaking, the better 
the hospital and the better its 
medical staff, the greater the con- 
trols over the individual physi- 
cian; indeed, these controls have 
become the hallmark of good 
medical practice in hospitals, and 
a prerequisite to hospital accredit- 
ation. 

The hospital formulary system, 
as stated in the guiding principles, 
“is the accepted method whereby 
the medical staff of a hospital, 
working through a Pharmacy and 
Therapeutics Committee selected 
by it, evaluates, appraises and se- 
lects from among the numerous 
medicinal agents available, those 
that are considered most useful 
in patient care, together with 
the pharmaceutical preparations 
in which they may be adminis- 
tered most effectively.” In view of 
the number and variety of phar- 
maceuticals that are available to- 
day, and the rate at which new 
ones are being developed, it is 

(Continued on page 80) 
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IMPRINT ON PRESCRIPTION FORMS 

= 


writing of prescriptions and medi- 
cation orders by their nonproprie- 
tary names is preferred, although 
not required as a universal prac- 
tice. 


5. The institution of a hospital. 


formulary system may be accom- 

plished in any of several ways. 

Regardless of the method selected, 

it is essential that the consent of 

each person who is authorized to 
write a prescription or medication 
order, including house officers, be 
obtained in writing so that the 
hospital may prove such consent. 

However expressed, the consent is 

to be effective except as the pre- 

scriber otherwise indicates. 

The following methods are sug- 
gested: 

(a) Basic policies and procedures 
governing the formulary sys- 
tem may be incorporated in 
the medical staff bylaws, or in 
the medical staff rules and 
regulations. Thus, each physi- 
cian, upon accepting an ap- 
pointment or reappointment 
to the hospital medical staff, 
gives prior consent to the for- 
mulary system in signing an 
appropriately worded agree- 
ment to abide by the bylaws, 
rules and regulations. House 
officers not required to sign 
the bylaws should execute 
separate consent agreements. 

(b) Consent may be expressed in 
a separate document signed 
by all of the physicians. 

(c) Consent may be expressed by 
the use of a suitably worded 
imprint on hospital prescrip- 
tion and medication order 
forms, which evidences the 
consent of the prescriber each 
time he writes a prescription 
or order. 

6. A hospital should make cer- 
tain that its nursing personnel 
are informed in writing (through 
its established means of commu- 
nication) about the existence of 
the formulary system in the hos- 
pital and the procedures govern- 
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ing its operation. 

7. In the formulation of policies 
and procedures, the terms “substi- 
tute” and “substitution” should be 
avoided, since these terms have 
been used to imply the unauthor- 
ized dispensing of a brand differ- 
ent from that prescribed or the 
dispensing of an entirely different 
drug, neither of which takes place 
under a properly operated formu- 
lary system. 

8. Provision should be made 
to apprise the medical staff of 
changes in the working of the 
formulary system or in the con- 
tent of the hospital formulary. 

9. Provision should be made for 
the appraisal and use by members 
of the medical staff: 

a) of drugs not included in the 
formulary 

b) of investigational drugs?. 

10. The pharmacist, with such 
advice and guidance from the 
Pharmacy and Therapeutics Com- 
mittee as may be indicated, should 
be responsible for specifications as 
to quality, quantity, and source of 
supply of all drugs, chemicals, bio- 
logical and pharmaceutical prep- 
arations used in the diagnosis and 
treatment of patients, and for as- 
suring that quality is not compro- 
mised for economic considerations. 
Such products shall meet the 
standards of quality of the United 
States Pharmacopeia, National 
Formulary, New and Nonofficial 
Drugs, Accepted Dental Remedies, 
or other accepted national stand- 
ards. 

11. The labeling of a medication 
container with the nonproprietary 
name of the contents is always 
proper. The use of a brand name 
other than that describing the ac- 
tual contents is improper if it is 
used in a manner that can be 
taken as descriptive of the con- 
tents, even though personnel fa- 
miliar with the formulary system 
may understand that it is not de- 
scriptive. 

The following format is recom-~ 
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mended for labeling individual 
patient’s containers used within 
hospitals: 


(NONPROPRIETARY NAME) 
Note for information of staff: Prescription 
or order for 
(proprietary name) 


filled as per formulary policy; contents are 
same basic drug os prescribed but may 
be of another brand. 


The above format can be adapted 
for use in labeling nursing unit 
medication containers listing com- 
monly used proprietary names. 

12. In the absence of written 
policies approved by the medical 
staff relative to the operation of 
the formulary system, the phar- 
macist must dispense the brand 
prescribed, bearing in mind his 
professional prerogative to confer 
with the physician should the pre- 
scribed brand be unavailable. Also, 
where a formulary system has been 
adopted, provision should be made 
for the exercise of a physician’s 
professional prerogative in those 
cases where he believes a specific 
brand of a drug is important to the 
care of his patient, and so desig- 
nates in a manner approved by the 
medical staff (other than by writ- 
ing the brand name alone). 


RECOMMENDATION 

A formulary system, based upon 
these guiding principles, is con- 
sidered to be essential in the pro- 
motion of a rational drug therapy 
program in hospitals. In the inter- 
est of better patient care, its adop- 
tion by hospital medical staffs is 
recommended. 
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(RIGHT) Speech therapy treat- 
ment cubicles equipped with one- 
way mirror glass and sound 
systems allow parents and stu- 
dents to observe unseen. This 
child performed articulation and 


a 


Be breathing tests during her evalu- 
sa ation admission. (BELOW) Psy- 
-: chometric testing shows that 
a | this child is performing at a level 
“5 near her chronological age de- 
x spite her physical handicap. 


as HEN a child becomes a pa- 
a | tient, complex demands are 
a made upon the family and the 
=e hospital. In all hospital activity, 


the patient is the center of atten- 
tion and concern, but when the 


ay patient is a handicapped child, the 
“i demands made on everyone in- 
volve the heart as well as the 
iets knowledge and skill of each mem- 
> ae ber of the hospital team. 
= ia Mother Mary Jane, F.M.M., is adminis- 
* trator of the Joseph P. Kennedy Jr. Me- 
morial Hospital, Brighton, Mass. 
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A pediatric rehabilitation service 
that includes complete evaluation of 
the patient, short-term hospitalization 
and ambulatory or home treatment is 
described by the author. Although this 
type of service is not new in hospitals 
providing rehabilitation services, the 
author observes, this particular pro- 
gram emphasizes the cooperation of 
the parents in attaining the goal of 
shorter hospitalization. 


The Joseph P. Kennedy Jr. Me- 
morial Hospital, Brighton, Mass., 
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CHILD 


by MOTHER MARY JANE, F.M.M. 


recently took a step forward in 
pediatric rehabilitation. This new 
rehabilitation service, called an 
evaluation admission, has a three- 
fold program: 

1. Complete evaluation of the 
individual handicapped child from 
a diagnostic and treatment-plan- 
ning viewpoint. 

2. Shorter-term hospitalization 
wherever hospitalization is neces- 
sary. 

3. Ambulatory services and/or 
a home program whenever these 
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can supplement or substitute for 
inpatient treatment. 

In each phase of the program, 
major emphasis is placed on pa- 
rental participation and responsi- 
bility for the child’s rehabilitation. 
But why an inpatient evaluation 
admission? A review of the com- 
prehensive program of a special- 
ized pediatric hospital affirms the 
need for such an evaluation pro- 
gram. 


HOW THE PROGRAM WORKS 


At the Kennedy Memorial Hos- 
pital, children are admitted with 
diagnoses of orthopedic or neuro- 
muscular conditions, syndromes 
indicating brain damage, rheuma- 
toid arthritis, and congenital or 
acquired amputations. In addition 
to the medical and surgical serv- 
ices offered, this hospital provides 
physical, occupational and speech 
therapy; rehabilitation nursing, 
psychological and psychiatric eval- 
uation, medical and psychiatric 
social service, education, prosthet- 
ics and bracing. To use all the 
skills available in a hospital, an 
adequate diagnosis and evaluation 
of the individual patient must be 
made. This, in turn, calls for a 
detailed survey of the individual 
not only as a patient but also, in 
this case, as a child. 

A child’s disability has exten- 
sive implications for himself and 
his family physically, emotionally, 
psychosocially and spiritually. The 
proper evaluation of a handicapped 
child requires not only many in- 
dividuals but also much time, as 
the child with a disability may 
be forced to undergo many hours 
of examination. 

Adequate examination and eval- 
uation include hearing, speech, de- 
velopmental level, intelligence and 
perhaps personality, eye-hand co- 
ordination, visual perception, mus- 
cular weakness or paresis and 
self-care ability and gait tests. 
Medical examinations usually in- 
clude neurologic, orthopedic, den- 
tal, eye and other necessary labo- 
ratory and. x-ray tests. 

Certainly no one person or test 
is capable of giving a complete 
evaluation of the handicapped 
child. In this area, perhaps more 
than in any other field of medicine, 
specialization is a must; yet, one 
of the dangers of specialization is 
the tendency to lose sight of the 
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TWO EVALUATION ADMISSION CASE STUDIES 


Case 

This case concerns a four-year-old boy with involvement from the waist 
down, excellent upper extremities, a good comprehension and a pleasant 
personality. When T.W. was admitted for a week's evaluation, his parents 
informed the nurse that he was still on a bottle and his diet consisted of 
baby food, which he regurgitated very easily. Having been fed con- 
stantly by his parents, he did very little with his hands. A Vineland 
Maturity Scale was given with his mother as informant. His social age 
score equivalent of 1 year, 8 months, reflected his mother’s gross over- 
protection. 

The nursing team planried their program and emphasized T.'s dietary 
problems and self-care activities. They decided that he would not be 
bottle-fed during his short stay. There was no objection on his part, and 
his meals consisted of more wholesome food, which he ate slowly and 
with little difficulty and without any subsequent nausea. He was encour- 
aged to feed himself, to which he objected at first, but before long was 
very proud of his accomplishment. Gradually, he began to enjoy other 
simple activities. 

T.W. received the complete evaluation process. Although his major 
disabilities were of a urologic and paraplegic nature, other areas were 
involved. The Vineland was repeated on his last day in the hospital. 
He scored 2 years, 7 months that day. Although this score is below his 
mental age score, we believe that this is because of his marked physical 
disability in locomotion and self-help. It was believed that the rehabilita- 
tion program would help increase his social maturity scale to the level 
of his mental age. 

At the time of the discharge conference, T.'s parents were encouraged 
to continue the program that had been started. The parents commented 
that it never occurred to them to let the boy do things for himself. Plans 
were made for his subsequent inpatient hospitalization. 


Case 2— 


An eight-year-old girl was admitted for one week for study and recom- 
mendations. Although this child attended a class for trainable mentally 
retarded children, she was already able to do all the things the other 
children were trying to learn. The mother gave a history of relatively 
good early development, which was followed by several severe illnesses. 
Following her return home from a hospital at age |! year, she was found 
retarded in both mental and motor development. 

The referring diagnosis was miid spastic diplegia with intellectual and 
motor retardation due to brain damage. On the hospital unit, she was 
a pleasant agreeable little girl who performed self-help activities with 
no difficulty, played quietly and was placid and unobtrusive. 

Diagnostic tests showed that she had very low protein bound iodine 
and elevated cholesterol quantitive estimations, giving the clinical impres- 
sion of cretinism. Psychological tests showed she fell in the lower range 
of the educable retarded group but that language was significantly 
retarded below this level. 

After the week's evaluation, she began thyroid medication and speech 
therapy. She was transferred to a more challenging educational setting. 
Although the child had been seen and examined at other hospitals and 
by various doctors, the diagnosis of cretinism was not made until her 


complete evaluation on an inpatient basis. 
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totality of the individual. An 
evaluation of a handicapped child 
requires many professional people 
to work together under the co- 
ordinating direction of a compe- 
tent physician. 


PROBLEMS TO FACE 


One cannot work long with han- 
dicapped children before being 
struck by the complexity of the 
problem. Poliomyelitis, for ex- 
ample, is one of the least compli- 
cated problems in the field of 
physical handicaps. However, this 
disorder requires the services of 
many specialists. Likewise, chil- 
dren with congenital or acquired 
injury to the central nervous sys- 
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PARENTS discuss the child's evaluation admission with the physician and the social worker. 


tem may, while having difficulties 
with neuromuscular control, suffer 
from retarded physical growth, 
specific intellectual retardation, and 
seizures, as well as impairment 
of the special senses. 
Furthermore, the child with 
seriously impaired control of 
movement and little or no speech 
may have excellent intelligence, 
which a skillful psychometrist can 
show by using appropriate testing 
material. Conversely, a child with 
good intelligence may have par- 
ticular difficulty with arithmetic 
or form perception. This again can 
be shown by properly administered 
tests. This may seem a needless 
amplification of basic elements, but 
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FOR those who work with handicapped chil- 
dren, there is no greater sense of accom- 
plishment than to see a child's face as she 
stands, for the first time, alone. 


it is surprising how many errors 
are made in evaluating the handi- 
capped child because of failings 
in these areas. 

At the Kennedy Memorial Hos- 
pital, children are admitted for 
evaluations generally for a period 
of one week. A team of specialists 
performs a continuity study of the 
child through a series of daily con- 
tacts. At the end of the week’s 
evaluation, the team meets with 
the attending physician to discuss 
the results of the tests and to con- 
fer on the necessary treatment and 
management of the child. The phy- 
sician then meets with the parents 
to present the team’s findings to 
them. The major advantage of this 
program is to shorten hospitaliza- 
tion. 


ULTIMATE GOAL 


The ultimate goal is to enable 
the handicapped child to remain 
in his own family circle where 
he can receive therapy through 
ambulatory services as well as 
a suitable educational program. 
Often, a home program is supple- 
mented by short-term admissions 
to the hospital for intensive thera- 
py. Occasionally, the child’s handi- 
cap is such that admission for 
longer periods of time for com- 
prehensive surgical and therapy 
management is necessary for more 
effective results. 

Parents are important members 
of the rehabilitation team, and 
weekend home visits are a part 
of the therapeutic program. A 
carry-over of therapy gains from 
hospital to home is insured when 
the child returns to the family 
circle each weekend. Secure in his 
relationship with his family, the 
handicapped child is able to make 
better use of the professional serv- 
ices available to help him. . 
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ATE IN 1959, Sinai Hospital of 
LU Baltimore moved from a 312- 
bed location in the eastern section 
of the city to a new 423-bed site 
in the northwest, six miles away. 
How this hospital gently severed 
its roots, grown deep since 1868, 
and transferred itself to a new life 
with no interruption of essential 
activity is a story of intensive pro- 
graming. 

The responsibility for planning 
and directing the hospital move 
was assigned to the writer as early 
as the fall of 1958 after a two-year 
period during which we had tried 
to improve administrative tech- 
niques in preparing for the trials 
of a modern existence, realizing 
that new bricks and mortar were 
not the only answer to the need 
for improved community service. 

In October 1958, a preliminary 
week-long survey of supplies and 


equipment to be transported was 
made by a reputable commercial 
mover. With his cost estimate, the 
basic plan for moving the hospital 
was presented to the board of di- 
rectors. 

The first step for the administra- 
tive staff was to become acquainted 
with the new buildings then in the 
final stages of construction. In ad- 
dition to orienting our employees 
and medical staff, we recognized 
the importance of properly intro- 
ducing the new physical facilities 
to the people of a community that 
had subscribed most of the $20 
million cost for construction and 
furnishing. We knew that ulti- 
mately we would have to provide 
guides for visitors regularly in 
a functioning hospital. Working 
~ At the time this article was written, 
Milton W. Hamilt was assistant director 
of Sinai Hospital of Baltimore. He is 

irector of 


now assistant d Mount Sinai 
Hospital, Chicago. 


The year of intricate planning and 
organizing that preceded the moving 
of a large metropolitan hospital is 
detailed by the author. He tells how 
problems in communications and lo- 
gistics were dealt with in the transfer 
of patients and equipment to a new 
hospital six miles distant from the old. 


backward, we asked the volunteer 
services of the women’s auxiliary 
to appoint the leaders for this fu- 
ture activity and then to expand 
this skeleton force to guide the 
public on tours of the unoccupied 
buildings. 

In a month of tours, more than 
10,000 visitors inspected the new 
quarters. 

While the auxiliary was intro- 
ducing the hospital to the commu- 
nity, we utilized several other ap- 
proaches for orientation. Three 
months before the move, a recep- 
tion was held for the press, the 
board of directors serving as hosts. 
News releases were distributed 
to all media in this friendly atmos- 
phere and ultimately reached the 
public through newspapers, pro- 
fessional journals, radio, and tele- 
vision. 

Before we defined the master 
plan for moving the hospital as it 
had been tentatively presented 
nearly a year before to the board 
of trustees, we ascertained its 
feasibility once more. Denoting the 
day the patients would be trans- 
ferred as “M day” (the exact cal- 
endar day was not decided until 
only a few weeks prior to mov- 
ing), days before and after that 
day were designated as M— or 
M+. A preliminary time schedule 
was drawn up for moving each 
department, calculated on the bases 
of employee complements and of 
approximate weight of supplies 
and equipment. Moving would be- 
gin on M—13 and continue for a 
few days, the exact number to be 
determined later, beyond M. It 
was decided that M day would be 
on a Sunday. 


The need for reliable communi- 
cation about the entire operation 
was manifest. We started with the 
medical staff three months before 
the move. In order to reduce the 
census one-third by M day, we 
proposed a three-week elimination 
of elective admissions on the fol- 
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lowing admission schedule: 


M—14 to M-—8, ‘urgent and 
emergency cases only 

M—7 to M, emergencies only 

M to M+3, emergencies only (in 
new hospital) 

M+4 to M+7, urgent and emer- 
gency cases only 

To enlist the full cooperation of 
all, we published numbered “mov- 
ing bulletins,” outHning our pro- 
posed actions and requesting wide- 
spread distribution of the facts. 
The first mimeographed publica- 
tion appeared on September 9, 
three months before M day. 

In addition, the writer met peri- 
odically with administration, de- 
partment heads, nursing adminis- 


tration, chiefs of service and chief 


residents, as well as with the 
outside participants. 


MOVING SEQUENCE DEVISED 


Two months before M, the mov- 
ers’ supervisors spent two weeks 
surveying all departments in de- 
tail. The movers were asked to 
try to arrange the final schedule 
to conform as closely as possible 
to a moving sequence which would 
keep the hospital functioning. 

The department heads were noti- 
fied of the movers’ survey in an- 
other bulletin. They were requested 
to show the movers every prop- 
erty item under their jurisdictions. 
Each received detailed instructions 
in the use of color-coded adhesive 
labels which were placed on furni- 
ture, equipment and supplies. The 
room designation in the new hos- 
pital was written on each label. 

On the day the department was 
to be moved, one of the depart- 
ment supervisors was to be in the 
new building to show the movers 
the location of furniture and 


- equipment as they arrived. Pack- 


ing was to be done either by the 
mover or by members of the de- 
partment after discussion with 
a designated administrative rep- 
resentative. Workers in depart- 
ments who chose to do their own 
packing were provided with all 
needed materials by the movers. 
Mimeographed instructions for se- 
curing desks, typewriters, chairs 
and miscellaneous items were dis- 
tributed. Three weeks prior to M, 


_the labeling was completed. 


The official announcement of M 
day was made by the executive 
director five weeks before the date 
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and the pace of activity quickened. 
Besides publishing the information 
in the local newspapers, we sent 
a mimeographed letter to all regis- 
tered obstetric patients, explain- 
ing that if the patient should have 
to come to the hospital or should 
go into labor before 7 a.m. on M 
day, she should go to the old hos- 
pital. After that time, she was to 
go to the new hospital. 

The disaster plan locations were 
modified and new plans were cir- 
culated in advance of occupation. 


PACKING OPERATION STARTED 


The movers affirmed for the most 
part the sequence we desired of 
moving the hospital departments 
and started arrangements two 
weeks before the first items were 
transferred. A basement room 
convenient to the street was turned 
over to them for packing material 
storage. A basement dining room 
offering direct access to a side 
street was vacated and a ramp was 
built leading up to a window from 
which an extension could be fitted 
for a loading platform in the 
street. Both basement rooms ad- 
joined a service elevator, the main 
exit route for materiel during the 
moving operation, Cartons were 
piled in the lounge of the nurses 
residence, a central location, and 
were available ad lib to all. Pack- 
ing got under way at once. 

The sequence planned for mov- 
ing personnel and property to the 
new hospital was published a week 
and a half before the evacuation 
began, and the major part of the 
institution was moved in the two 
weeks prior to M day, the least 
vital areas going first with direct 
patient services remaining behind 
as long as possible. 

The orientation of front-line 
employees began three weeks prior 
to M day with the distribution of 
the “Fact Book” by the personnel 
department. During the transition 
period, two shuttle buses ran daily 
from 6 a.m. to 8 p.m. between the 
two hospitals. Department heads 
and assistants, employee groups, 
student nurses and house staff 
received on-the-scene orientation, 
and light-weight supplies and 
laboratory specimens were trans- 
ported. 

For the two weeks prior to 
opening, meals were served in all 
dining rooms in the old hospital 


and, in the daytime, in one cafe- 
teria of the new hospital. Dietary 
employees and supplies were grad- 
ually shifted to the new location. 


As for materiel, nursing units 
to be initially occupied in the new 
hospital were stocked with new 
supplies. Residual supplies for 100 
old hospital beds were transferred 
to the new storeroom between 
M—13 and M—1l, and remaining 
supplies for the rest of the old 
hospital beds were moved after M 
day. New permanent equipment 
was delivered for half the new 
hospital beds. As the old hospital 
beds were abandoned, the small 
movable equipment on the nurs- 
ing units was moved to the new 
hospital. 

During the entire transfer ac- 
tivity, the only area to discontinue 
function temporarily was the out- 
patient department, which closed 
down on M—9 (Friday) and moved 
on M—6 (Monday). The clinic 
patients were notified far in ad- 
vance of this plan, and those need- 
ing urgent care were seen in the 
emergency room of the old hos- 
pital for that week. 

Emergency service in the old 
hospital closed down on M—l, 
moved that day, and was ready 
to receive patients at the new hos- 
pital on M day. From M—1 until 
7 a.m. on M, casualties in the area 
of the old hospital were taken to 
Johns Hopkins Hospital, our for- 
mer neighbor across the street. 

From the beginning of the tran- 
sition period, the admitting officer 
advised each patient admitted that 
he might be transferred if still 
in the hospital on M day, and she 
so noted this advice on the ad- 
mitting form. She also asked in- 
coming patients to keep as little 
as possible in clothing and valu- 
ables. To insure the awareness 
of the house patients, a mimeo- 
graphed letter signed by the ex- 
ecutive director was circulated to 
all patients by the nurses, inform- 
ing them of the day they would 
be moved and incidentally re- 
questing their cooperation in keep- 
ing visitors away from both hos- 
pitals on M day until 7 p.m. 


PATIENTS CONSOLIDATED 


As the census dropped in the 
transition period, patients were 
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NEW SUPPLIES DELIVERED 


consolidated on private nursing 
units, This permitted our closing 
down the wards first and then the 
private floors at the top of the old 
building. 

To transfer the patients from 


(RIGHT) An operating room nurse prepares and labels equipment to be 


moved during the Sinai Hospital move. 


(BELOW) A critically ill patient is lifted into an ambulance which will 
transport him to the new hospital. He is accompanied by a nurse and intern. 


the old hospital to the new in one 
day required more ambulances 
than were available in Baltimore 
alone. Fortunately, in Maryland 
all the counties have combined 
their ambulance companies for 
disdster purposes into one semi- 
military organization, the Mary- 
land State Ambulance and Rescue 
Association, under the jurisdiction 
of the medical division of the 
state police. These ambulance out- 
fits are well-trained volunteer 
units, each attired in distinctive 
uniforms. They were our solution. 


\ 


We first discussed our projected 
operation with the state police 
medical division three months be- 
fore M day. It was agreed the full 
coordination of components out- 
side the hospital would be left for 
the state police to effect through 
the ambulance association. We re- 
mained in constant contact and 
distributed copies of all moving 
bulletins to them for information. 

As soon as the M day date was 
announced, we met with repre- 
sentatives of the following organi- 
zations who had been invited by 
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the state police: State Ambulance 
and Rescue Association, city police, 
civil defense and Red Cross. The 
state police sent out question- 
naires to the county ambulance 
units throughout the state, asking 
whether they would participate 
and what type of equipment they 
could offer. Replies to the ques- 
tionnaire indicated the availabili- 
ty of 87 ambulances and rescue 
wagons, of which we accepted 38 
ambulances and 4 rescue wagons. 


NURSE VOLUNTEERS RECRUITED 


Because we believed it advisable 
to have a registered nurse accom- 
pany every patient, our director 
of nursing recruited volunteers 
from our nurses alumnae associa- 
tion, the Catholic Nurses Guild 
and other hospitals. These gradu- 
ate nurses did not have to be 
familiar with either of our hospi- 
tals, for they would be assigned 
to ambulance duty only. 

The State Ambulance and Res- 
cue Association selected six of 
their leaders for command func- 
tions. They wore white jackets 


@ MEMBERS of the Women’s Auxiliary were 
trained to lead public tours of the new 
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bearing prominent numbers so 
that our people would know who 
was in charge of the operation in 
each hospital, who his assistant 
was and who were the alternates. 

One of these directors was placed 
in charge of special equipment. 
He came to the old hospital a 
couple of weeks before the move, 
measured our orthopedic frames 
and iron lungs, inspected the fit- 
tings of the incubators with em- 
phasis on those of the prematures 
and planned the details of evacu- 
ating problem patients. When it 
was confirmed that only the pre- 
matures would warrant special 
attention, we arranged for the 
ambulance specialist to discuss his 
recommendations with the pedi- 
atrician in charge of nurseries. 

After the pediatrician was satis- 
fied with the arrangements, he 
ordered the prematures to be 
placed on a 6 a.m.-10 a.m. feeding 
schedule the day of the move. This 
timing permitted their being trans- 
ferred at 9 a.m. 

In advance of. M day, we filed 
a request with the City Bureau of 
Highways that a street along one 
side of the old hospital be closed 
to traffic on M day from 1 a.m. 
until termination of the activity. 
This area was used for parking 
the official vehicles. 


A medical record form author- 
izing patient transfers on M day 
was drafted several weeks in ad- 
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vance by joint action of nursing, 
medical staff and administration. 
Samples were distributed with in- 
structions a week prior to M. The 
purposes of this mimeographed 
form were (1) to permit the phy- 
sician ample opportunity to estab- 
lish precautions to be observed in 
the transportation of each patient 
and (2) to have permanent evi- 
dence of nursing or medical ob- 
servations and actions in transit. 


Beginning M—5, admitting 
clerks used the transfer record 
sheet in duplicate for each patient 
in the house, designating the pa- 
tient’s old hospital and new hos- 
pital bed locations. The forms, 
with carbon interleaves, were then 
sent to the head nurse. The nurse 
requested the attending physician 
to complete the top section, which 
included his diagnosis, instructions 
for transferral and judgment as to 
whether a physician should ac- 
company the patient in the am- 
bulance. 

The nurse attached the original 
sheet to the front of the patient’s 
chart and returned the carbon 
copy to the admitting office where 
it was retained for inspection by 
the medical staff. Each chief resi- 
dent reviewed the attending doc- 
tor’s recommendations for patients 
on his service daily in the admit- 
ing office until M day, when he 
assigned house staff as indicated. 

The admitting office copies of 
the transfer record served as the 
central reference for the patient 
situation. On M day, the chairman 
of the medical executive commit- 
tee was to refer to these copies in 
order to report at the hospital 
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briefing session on any patient 
moving problem. The original 
sheet was to be attached on M day 
to a paper bag containing the medi- 
cal record, medicine cards, special 
medications and a new bed card. 
This “transfer bag” was to go 
along with each patient. After the 
patient arrived in the new hospi- 
tal, the ambulance nurse was to 
write in the times of departure 
and arrival, any change in pa- 
tient’s condition and any remedial 
action taken, If a house officer had 
also accompanied the patient, he 
was to affirm the nurse’s obser- 
vations in writing. The original 
sheet was then to be placed in the 
patient’s medical record. 

Final instructions in writing 
went out three days before M day. 
Meetings for verbal instructions 
were conducted also. The duty as- 
signments were divided for each 
hospital, with over-all responsi- 
bility assigned to an administrator 
at each location. The chairman of 
the medical executive committee 
served as medical coordinator in 
the old hospital, and the president 
of the medical staff served as med- 
ical coordinator in the new build- 
ing. Nurses divided authority sim- 
ilarly. Traffic control and press 
procedings were provided at both 
hospitals. 

On M—l, civil defense radio 
teams tested their communications 
bases at both hospitals. Patients 
were encouraged by the nurses to 
send home personal belongings 
and valuables that could be spared. 


‘BIG DAY’ ARRIVES 


On the “big day”, participants 
began arriving in the old hospital 
at 4:30 a.m. The city police placed 
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old Sinai Hospital. 
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directional signs along the route 
between the two institutions, At 
5 a.m., the final hospital briefing 
session was held for key person- 
nel, medical staff officers and de- 
partment heads. 

The ambulance briefing fol- 
lowed at 5:30 a.m., with the state 
police medical division physician 
presiding. Present were senior 
representatives of each ambulance 
company, of state and city police, 
of Red Cross and of civil defense. 

At the same time, our director 
of nursing met with the nurses 
who were assigned to the ambu- 
lances and explained to them the 
procedures to be observed. 

The patients were fed in the 
order in which they would be 
evacuated. In view of the low oc- 
cupancy, it was determined that 
we could serve lunch for all pa- 
tients in the new hospital. 

Shortly before 7 a.m., 10 motor- 
cycle policemen and 10 civil de- 
fense radio cars were stationed 
along the route. The admitting of- 
ficer delivered regular transfer 
slips for each patient to the old 
hospital lobby information desk. 
These were the normal intrahos- 
pital notices of transfer. Old hos- 
pital admitting kept its customary 
copy and the accounting copy was 
turned over to the business office. 
The information desk was given 
the three remaining colored slips 
for each patient. 


PATIENT TRANSFER PROCEDURE 


The first patient left the old 
hospital at exactly 7 a.m. Each 
ambulance crew was guided to a 
patient’s room by the associate 
director of nursing service. The 
patient was placed on a numbered 
stretcher and his transfer bag was 
handed to the ambulance nurse. 
Each stretcher-borne maternity 
patient having a normal newborn 
carried her own baby. 

As each litter was wheeled into 
the corridor, the head nurse ascer- 
tained that the patient’s transfer 
order was attached properly to the 
transfer bag and that he had his 
personnal belongings with him. He 
was checked out medically by an 
attending physician representing 
his clinical service. Before the cot 
left the unit, a walkie-talkie op- 
erator summoned an ambulance. 

The ambulance crew, nurse, and 
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patient were met in the front 
lobby by a nursing supervisor. 
Assisted by two women’s auxiliary 
volunteers, the nursing supervisor 
handed the ambulance nurse two 
of the three transfer slips for the 
patient. The third slip was kept at 
the front information desk. This 
indicated that the patient had left 
the old hospital. 

The secretary to the medical 
division of the state police noted 
the name of the ambulance com- 
pany and the time of departure 
and the patient was moved outside 
the building. There he was quickly 
placed in the ambulance. Each 
ambulance carried one patient, the 
nurse and possibly a doctor and 
a front seat complement of three 
ambulance attendants. Each pa- 
tient, even if he could be con- 
sidered ambulatory, was trans- 
ported on a litter. 


As the ambulance moved onto 
the street, it was met by a motor- 
cycle escort. As the ambulance 
passed each civil defense radio 
car, its number, position and time 
were reported to the radio control 
in the new hospital. Thus a con- 
tinuous record was kept of the 
location of each patient en route. 
The first patient arrived at the 
new hospital at 7:20 a.m. 

On arrival at the new hospital, 
the ambulance team was met by 
an auxiliary volunteer inside the 
lobby and the patient was escorted 
to his new hospital room. After 
settling the patient in his room, 
the ambulance nurse completed 
the transfer record, turning it over 
with the transfer bag to the head 
nurse of the unit. The ambulance 
crew then returned to the old hos- 
pital for their next load. 

On her return to the lobby, the 
volunteer escort presented the two 
transfer slips (given her by the 
ambulance nurse) to the admitting 
office, The admitting clerk de- 
tached one of the two slips for the 
front lobby information desk in 
the new hospital. Thus we could 
identify each patient who had ar- 
rived in the new hospital. 

In all, 82 adults and children 
and 26 newborn were transferred, 
on an average of one every two 
minutes or less. The administra- 
tive coordinators for each hospital 


were in touch constantly on an 
open telephone line between the 
two front information desks. 

The emergency service entrance 
was used for the prematures. A 
rescue wagon was backed up to 
the door and the six infants in 
their incubators were placed in- 
side. Oxygen and heat were ad- 
ministered to them en route under 
the supervision of the two house 
officers and nurse accompanying 
them. A second rescue wagon fol- 
lowed the first to take over in the 
event of a mechanical breakdown 
and to carry the incubator stands. 
Senior pediatricians were present 
at both loading and unloading 
points. 

Red Cross station wagons met 
special transportation needs on M 
day. Dietary employees, after 
breakfast was completed in the old 
hospital, were taken to the new 
hospital to assist in the prepara- 
tion of the noon meal. A blood 
specimen from an Rh-incompati- 
ble newborn was rushed to the 
new hospital so that fresh blood 
might be prepared in advance for 
an exchange transfusion after 
the baby’s arrival. Newspapermen 
also used this means of traveling 
between the two institutions. 

As each unit in the old hospital 
was vacated, the head nurse closed 
it, packing drugs with the aid of 
the pharmacist, turning over linen 
to the laundry attendant and leav- 
ing supplies locked for storeroom 
collection the next day. She then 
turned her keys over to her super- 
visor and released her nurses for 
new hospital duty. 

By 9:30 a.m., all patients were 
in the new hospital. Representa- 
tives of elements which had been 
mobilized by the state police were 
brought back to the old hospital 
briefing room where they were 
thanked by the hospital adminis- 
tration. The hospital later made a 
contribution to the State Ambu- 
lance and Rescue Association and 
presented citations to all units for 
display at their respective head- 
quarters. 

The week after M, the old hos- 
pital was emptied of remaining 
property. A last bulletin went to 
all, thanking them for their parts 
in an operation completed, as the 
Associated Press reported, “with- 
out skipping a heartbeat.” . 
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oF the acute shortage 
of skilled personnel, it is nec- 
essary for hospitals to seek new 
training methods for their em- 
ployees. Training, both in and 
out of the hospital, appears to be 
the only immediate solution to the 
problem if high standards of hos- 
pital service are to be developed 
and maintained. However, it is 
doubtful that any single training 
program can be designed to fit all 
hospitals, because of local prac- 
tices, special equipment (or the 
lack of it), physical facilities and 
traditions. 


CONCERN OVER PROBLEM 


In 1958, the Committee on 
Housekeeping in Hospitals of the 
American Hospital Association be- 
came concerned with this problem. 
The idea was advanced that a 
sound-slide training program be 
developed. This project would cost 
no more than $25 and could easily 
be produced by any hospital. Care- 
ful study of the idea resulted in 
the following information: 

1. Making the usual sound-slide 
training film requires special equip- 
ment and professional handling in 
order to produce a slide reel that 
can be used in sound-slide pro- 
jectors. This equipment and skilled 
talent is not readily available in 


hospitals. 


2. A special record is needed to 
fit sound-slide equipment, and 
very few hospitals have such re- 
cording equipment and/or person- 
nel available to produce it. 

Harvey Schoenfeld is director, Barnert 
Memorial Hospital, Paterson, N.J.; Mau- 
rice I. May was administrative resident, 
He is now 


administrative assistant, Maimonides Hos- 
pital, Brooklyn, N.Y 
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An acute shortage of skilled per- 
sonnel has forced hospitals to find 
or develop new training methods for 
employees, the authors observe. They 
describe an inexpensive, hospital-de- 
veloped personnel training program 
designed to fit into every department. 
The necessary equipment needed in- 
cludes self-made slides, a tape recorder 
and a sound-slide projector. 


3. Professional companies can 
produce these films, but the cost 
is too large for the average hospi- 
tal. 

It was clear that a new approach 
needed to be developed which 
would be attractive both from the 
cost involved as well as the ease 
of production. 

Since most hospitals have 35- 
mm. cameras and tape recorders 
available, the project was designed 
around their use. Popular photo- 


THIS is a sample script and two repro- 
duced slides describing the procedure 
used for floor scrubbing techniques. The 
slides fit into the appropriate spots in 
the text of the script and are indicated 
as follows: 


(Slide 1) 


"Our next procedure is 
floor scrubbing, which 
is sometimes called 


rroonr 


Stripping. This is an 
operation to remove 
dirt and soil spots 
from the floor by rub- 
bing and scouring. The 
equipment used consists 
of: 2 mops; 2 baskets 
with wringers; a 

vacuum (the same one 
you saw in the high 
dusting process with 
the dust bag removed) ; 
a scrubbing machine 

and suitable fitting; 
an approved cleansing 
Solution that will not 
harm the floor; a scrub 
brush; a piece of steel 
wool; and a clean dry 


(Slide 2) 


". . « The first step 
in floor scrubbing is 
dust mopping; the second 
is wet mopping .. ." 
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graphic periodicals show that color 
slides can be easily taken and syn- 
chronized to a tape recording to 
produce an attractive program. 


DEVELOPMENT OF PROJECT 


The project was developed for 
housekeeping employees, but a 
similar program could also be de- 
veloped for other departments. 

First of all, a simple script was 
written consisting of two parts: 
Part I described in detail the tech- 
niques of housekeeping practice 
that were important; Part II de- 
scribed the type of picture slide 
that should be taken to illustrate 
the techniques described in Part I. 
Then, two or more employees of 
the department were selected to 
be the “actors,” and rehearsals 
were held to check the script 
against the visual action. Color 
photos made with a 35-mm. cam- 
era were taken of the action and 
were processed as 2 by 2 inch 
slides ready for immediate pro- 
jection. 

A standard magnetic tape, usa- 
ble on home tape recorders, was 
purchased, and Part I of the script 
was dictated. A “cricket” or tap 
on the microphone signaled the 
completion of a slide’s description 
and informed the projector oper- 
ator to change the slide. In this 
way, the slides and tape were co- 
ordinated in preliminary showings. 
Arrangements were then made to 
show the program to all em- 
ployees. Any additional training 
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on the job was carried out by the 
housekeeper. 

This project was believed to 
have several advantages over the 
professional sound-slide programs. 
The use of actual housekeeping 
and other hospital personnel would 
be good for morale, since it would 
“tie the program to home’’. Also, 
a 35-mm. camera and a tape re- 
corder can usually be found in 
every hospital, and most hospitals 
and communities have many ama- 
teur photographers who would 
volunteer to help. As a result of 
these advantages, the direct out- 
of-pocket expenses should be very 
low and within the budget of 
every hospital. 

When the outline of the project 
was completed, a resident in hos- 
pital administration from Colum- 
bia University was given the as- 
signment to carry out the details. 
The budget for out-of-pocket ex- 
penses was established at a rigid 
$25, so as to appeal financially to 
other hospitals. 


The resident developed the script 
from a large number of training 
manuals he studied. Major house- 
keeping techniques were selected 
for description, including low and 
high dusting, dust mopping, wet 
mopping, floor scrubbing, waxing; 
lifting and moving equipment. 

The final script was written in 
conjunction with the housekeeper 
and contained three broad sec- 


tions: An introduction, which cited 
the importance of housekeeping in 
hospitals and the use of proper 
techniques; the description of the 
techniques and the accompanying 
slides; and the conclusion, which 
emphasized the use of the super- 
visor in answering questions. 
When the slides were ready for 
viewing, they were edited by using 
a battery-operated hand viewer. 
The script was reviewed and 
notations were made where each 
slide would best illustrate the de- 
scription of the techniques pre- 
sented. The slides were labeled 
with a code number corresponding 
to the script. A standard magnetic 
tape available in most sports or 
record stores was purchased, and 
a tape recorder was borrowed. 
The resident held several re- 
hearsals before actually taping the 
script. To signal a change of slide, 
he used a slight tap on the micro- 
phone that was easily distin- 
guished yet did not interrupt the 
continuity of the presentation. 
The budget for the project, 
which did not include the time of 
the volunteer photographer and 
actors, was: 
Film—2 rolls of color 


film @ $2.05 $ 4.10 
Development of slides 3.00 
Magnetic tape 3.30 


Total cost $10.40 
Several showings have been held 
of this project and the responses 
have been enthusiastic and con- 
structive. 


SUMMARY 


Several pertinent facts about 
this technique for training em- 
ployees have emerged: 1. This 
program can be done in almost 
every hospital department where 
repetitive orientation and training 
must be carried on for new em- 
ployees. 2. These films can be used 
for refresher programs with older 
employees. 3. The visual-sound 
technique seems to have a more 
lasting impression than the lecture 
method as, 4. The sound-slide 
presentation makes for greater 
uniformity of training. 5. This 
technique eliminates a lecturer as 
well as other special personnel to 
run the projector and tape re- 
corder. 6. The script, slides and 
tape can be purchased at a rea- 
sonable price and used directly in 
a hospital training program. bd 
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MEXICO CITY, by Arnold Mesches (opposite page), 
is available in handsome wide-margin 

print. Write Professional Services, 

Abbott Laboratories, North Chicago, Illinois. 
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AICO CITY, TOO, 
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ANESTHETIC OF CHOICE 


No intravenous anesthetic gives you such solid assurance: 
Over a quarter-century of continuous use, with more than 
3200 world reports attesting to its effectiveness. Pentothal 
is a favorite in Mexico City hospitals. You'll find its 
advantages equally valid for your operating rooms, too, 
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AN INTRAVENOUS AGENT OF CHOICE IN 75 COUNTRIES 


ABBOTT 
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Now any hospital 
(large or small) 
can manage acute 
RENAL FAILURE 


introducing 


{Abbott's Peritoneal Dialysis 
Solution and Administration Set) 


b Here’s a lifesaving procedure for patients stricken by 
‘ acute kidney failure. With the aid of Inpersol, you can 


now convert the living peritoneum into a temporary 
kidney. Thus some 22,000 sq. cm. of semipermeable 
membrane become immediately available to you as an 
emergency filtering mechanism. 

Procedure is simple. Infuse two liters of Inpersol 
solution through a small incision into the peritoneal cavity. 
Waste metabolites promptly begin transferring themselves 
osmotically into the solution. After an hour, allow 
the solution to drain off. Repeat until kidney function 
is restored. 

Inpersol is practical. You'll need no specially trained 
teams, nor unusual lab facilities. Each procedure, 

once begun, can normally be maintained by a 
nurse with supervision. 

Disposable equipment is used throughout. However, the 
Abbott design permits you to transfer the administration 
or -=- set aseptically to the next pair of bottles. Thus the same 
set serves up to 24 hours, a real economy for your patient. 

Useful net 


# only in kidney shutdown, but also 
barbiturate poisoning, intractable edema, hepatic coma, 
hypercalcemia, azotemia, and chronic uremia. Ask 
ABBOTT your Abbott man for the literature, or write to Abbott 
Laboratories, Professional Services, North Chicago, Til. 
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The following action was taken 
by the Board of Trustees of the 
American Hospital Association at 
its meeting in Chicago on May 19- 
20, 1960. 


VOTED: To approve the Statement 
of Understanding between the Ameri- 
ean Hospital Association and _ the 
Salvation Army with Respect to Re- 
sponsibility for Disaster Planning and 
Disaster Relief, for distribution to all 
institutional and associate members. 


STATEMENT OF UNDERSTANDING 
BETWEEN THE AMERICAN HOSPITAL 
ASSOCIATION AND THE SALVATION 
ARMY WITH RESPECT TO 
RESPONSIBILITY FOR DISASTER 
PLANNING AND DISASTER RELIEF 


1. Purpose. The purpose of this 
Statement of Understanding is to 
define the responsibilities of the 
American Hospital Association and 
its member hospitals and of the 
Salvation Army, which is nation- 
wide in scope, in preparing for and 
dealing with disaster relief situa- 
tions. It suggests a pattern by 
which local hospitals and the Sal- 
vation Army officer in charge 
authorized through headquarters 
of the Salvation Army may coor- 
dinate their personnel and service 


of disaster. A disaster 
y situation, usually 
catastrophic nature, where a 
number of péfsons are plunged 
into helplessness. and _ suffering, 
and, as a result, need food, cloth- 
ing, shelter, medical, nursing and 
hospital care, and other basic nec- 
essities. Prompt and adequate dis- 
aster relief is based on community, 
state and national preparedness, 
understanding, and plans to dis- 
cover and meet disaster hazards. 

3. Cooperation to achieve predisaster 
planning. Prompt and adequate dis- 
aster relief is based on community- 
wide cooperation, which can best be 
achieved through predisaster com- 
munity planning. Predisaster plan- 
ning provides maximum coordina- 
tion of all community resources 
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ASSOCIATION 


SECTION 


for prompt provision of emergency 
services, effective utilization of 
personnel and facilities, thereby 
preventing duplication of services. 
Local government, medical and 
health services, hospitals, the Sal- 
vation Army and Red Cross are 
essential entities in predisaster 
community planning. 

Careful planning in advance for 
the cooperative utilization of the 
personnel and facilities of hospi- 
tals, the Salvation Army, Red 
Cross, and medical and health 
services is essential for an effective 
predisaster community plan. In 
order to provide for the maximum 
coordination, the Salvation Army 
officer in charge authorized through 
headquarters of the Salvation 
Army should work out with local 
hospitals a disaster plan of mutual 
support, and together they should 
fit the plan on which agreement 
has been reached into the com- 
munity-wide plan of coordinated 
action. Only through a complete 
and orderly understanding of each 
agency’s responsibilities and the 
plans which guide its conduct in 
the provision of disaster relief can 
a coordinated plan of action be 
formulated. These responsibilities 
and principles for conducting dis- 
aster relief are set forth in the 
cooperative understanding for the 
guidance of local hospitals and lo- 
cal centers of operation of the 
Salvation Army. 

4. Responsibilities of American Hospi- 
tal Association and local hospitals. The 
American Hospital Association is 
a membership organization. Its ob- 
ject is to promote the public wel- 
fare through the development of 
better hospital care for all the 
people. To accomplish this object 
the Association assists hospitals in 
improving their services and en- 
deavors to cooperate with other 
organizations interested in any 
phase of hospital activity. In dis- 
asters of any magnitude people 
turn to hospitals for help. All hos- 
pitals, regardless of membership 


in the American Hospital Associa- 
tion or of their size or location, 
have a responsibility to their com- 
munity to be prepared at all times 
to care for mass casualties and to 
accept the role of mutual coopera- 
tion within a total community dis- 
aster plan. 

A. Handling mass casualties— 
Disaster relief experience has 
shown that when numbers of peo- 
ple are injured, they are brought 
or make their way to the nearest 
hospital. Primary responsibility 
for handling mass casualties rests, 
therefore, with the hospital or 
hospitals to which the injured 
come. Each hospital should be pre- 
pared to receive the injured, to 
arrange sorting of casualties by 
severity of injury, to organize the 
provision of treatment, to dispatch 
ambulances and medical teams as 
required to the disaster area, to 
redirect patients to other hospitals 
as the result of sorting at the hos- 
pital or at the disaster area, and 
to call on other hospitals, on the 
Salvation Army, on Red Cross, and 
on other organizations for needed 
personnel, supplies, equipment and 
facilities. 

B. Hospital disaster plans—The 
primary requisite of a hospital dis- 
aster plan is that it be flexible to 
the extent that it can be quickly 
adapted to meet any situation. The 
plan should provide for expansion 
of treatment and patient areas for 
casualty care. Experience in dis- 
asters has shown that a continuous 
flow of casualties, from one casual- 
ty treatment area to another, ex- 
pedites the treatment of mass 
casualties. To achieve this objec- 
tive hospital personnel assign- 
ments should be made in depth; 
provision should be made for ex- 
panding the hospital’s communica- 
tions; traffic control plans should be 
established; arrangements should 
be made with utility companies; 
and extra medical and surgical 
supply items should be stockpiled 

(Continued on page 136) 
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"NEW PRODUCT ANNOUNCEMENT 


The Wm. S. Merrell Company 
announces the availability of 


(brand of triparanol) 


---the first cholesterol-lowering | 
agent to inhibit the formation of excess * 
cholesterol within the body. 


ereduces both serum and tissue 
cholesterol levels, irrespective of diet. 


eeeno demonstrable interference with other 
vital biochemical processes reported to date. 


toleration and absence of toxicity established 
by 2 years of clinical investigation. 


ee convenient dosage: One 250 mg. capsule daily, 
before breakfast. 


Clinical findings of therapy with MER/29 establish 
it as an aid to patients with hypercholesterolemia and 
conditions thought to be associated with it, such as 


‘coronary artery disease (angina pectoris, 
postmyocardial infarction) 


*generalized atherosclerosis 


supplied in bottles of 50 pearl gray capsules 


.for professional literature write to Hospital Department 


[Merrell THE WM. S. MERRELL COMPANY / Cincinnati 15, Ohio 
St. Thomas, Ontario 


Trademark: 'MER/29' 
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THE NURSE'S responsibilities to 
the patient include mony tasks 

ancillary to her main 
professional role, such as teaching 
proper infant feeding procedure 


by RUTH CHAMBERLIN 


A™ NURSES fulfilling their re- 
sponsibilities to the patient, 
the physician and the hospital? It 
would be easy to cite many in- 
stances to defend an unqualified 
“ves” in response to this question, 
but such an answer would not 
identify existing problems, which 
need to be identified and could be 
solved, Some nurses do and some 
don’t meet their responsibilities to 
the patient, the physician and the 
hospital. In general, nurses do 
meet their responsibilities if these 
have been made clear and if the 
nurses are respected and appreci- 
ated for what they know and do 
as members of the hospital team. 

Nurses collectively have made a 
great effort to define their respon- 
sibilities. For example, the “Code 
for Professional Nurses” adopted 

Ruth Chamberlin is dean, School of 
Nursing, Medical College of South Caro- 
lina, arleston. 

This article based on a pope resented 

ng of 


at the Fall Quarterly Meet e South 
Carolina Hospital Association, Columbia. 
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Attempting to determine whether 
nurses are fulfilling their responsi- 
bilities to patients, hospitals and phy- 
sicians is difficult, according to the 
author, because the roles of all of 
them, including that of the nurse, are 
cnaanging. Nurses do meet their re- 
sponsibilities if these have been made 
clear and if they are respected as 
competent members of the hospital 
team, she concludes. 


by the American Nurses Associa- 
tion in 1950 and revised in 1960 
is one attempt at definition. This 
code deals with the ethical conduct 
of the nurse both on and off duty, 
with 17 specific responsibilities 
listed. Also, the National League 
for Nursing has recently published 
its “Bill of Rights for Patients’. 
Further, the American Nurses As- 
sociation has spelled out the 
“Functions, Standards and Quali- 
fications” for each of its occupa- 
tional sections. 

What should a nurse do in the 


RESPONSIBILITIES ? 


hospital? If a nurse meets her re- 
sponsibility to the patient and the 
physician, she has gone a long 
way toward meeting her responsi- 
bility to the hospital. 


PATIENT-DIRECTED RESPONSIBILITY 


Stated generally, the nurse must 
provide the patient with what he 
needs to get well and stay well in 
body, mind and spirit. 

The director or administrator 
of nursing service should know 
and interpret hospital policy, re- 
cruit and instruct through orienta- 
tion and inservice programs an 
adequate staff and act as a bal- 
ance wheel to keep nursing on a 
level which meets the objectives 
of the hospital. She should ask 
herself the following questions: 
(1) Is the hospital goal clearly 
stated? (2) Are my policies clear- 
ly written down? (3) Am I pre- 
pared to instruct my staff? (4) 
Have I an adequate budget to em- 
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ploy sufficient staff to do what 
administration wants? (5) Who 
has determined the work load car- 
ried by the nurses? (6) Can the 
work expected be done in the time 
allotted? 

The supervisor represents nurs- 
ing administration and immediate 
patient care through her responsi- 
bility for two or more wards. Ad- 
ministratively, she knows when to 
ask for additional staff. She knows 
who is on duty and whether they 
are on time. If someone is off, the 
supervisor knows why, but also 
plans to cover the vacancy through 
reassignments promptly made, She 
gets supplies and communicates 
with all departments involved to 
meet ward needs. From the pa- 
tient care angle, the supervisor 
knows the patient needs. She 
knows who is going to surgery and 
plans accordingly. She sees the 


_ sickest patients, if not all patients, 


each day and helps get things 
done. In fact, supervision has been 
defined as helping to get things 
done. But the supervisor must 
delegate and so she turns to the 
head nurse. | 

But let us ask this about the 
supervisor: (1) Does she carry 
out her responsibility and if not, 
why not? (2) What specialty comes 
in her realm—surgery or pediat- 
rics or another? (3) Does she have 
to relieve the director or even the 
hospital administrator at night or 
on Sunday? (4) Has she had any 
special training in this field? 

The directors and supervisors 
are the leaders in hospital nurs- 
ing. Are they in general prepared 
for the responsibilities? Only one 
out of five administrators in nurs- 
ing has a college degree. In fact, 
only 13 per cent of all registered 
nurses have college degrees. Let’s 
not be worried about overeduca- 
tion, but rather consider to what 
degree we have demanded or even 


- encouraged nursing service lead- 


ers to know how to do what is 
expected of them! This considera- 
tion may give the answer to the 
“if not, why not” for the leaders. 


HEAD NURSE AND PATIENT 


The head nurse coordinates all 
hospital activities as they relate 
to one ward. Medical services, 
nursing care, diets, records, stu- 
dent nurse program, conferences 
with ward or clinical instructors, 
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visitors, errands, supplies, house- 
keeping and we hope that she sees 
the patient for whom she is re- 
sponsible. She should see the pa- 
tient, talk with him, know his 
needs, know his condition by all 
laboratory reports and tests as 
well as knowing how he reacts to 
medication and treatment, These 
and many more responsibilities fill 
her day. 


RECIPROCAL EVALUATION 


Now, let’s ask a few “if not, why 
not” questions. 

1. Was hospital policy made plain 
to the head nurse upon appoint- 
ment? Did this include a contract 
which stated the responsibility of 
the hospital as well as that of the 
nurse? 

2. Was this nurse a good general 
duty nurse who was promoted be- 
cause she had studied and knew 
how to run a ward or was the 
hospital desperate for someone? 

3. Is she expected to plan the care 
for any type of patient admitted, 
whereas the doctor specialist comes 
in and declares he knows nothing 
of this disease if it is not within 
his specialty? 

4. Did anyone tell her what to 
expect of students or what their 
program involved? 

5. Will she soon be advanced to 
supervisory level just because she 
is a good head nurse and a super- 
visor is needed? 

6. If she is not successful after 
promotion, will she be fired or is 
there someone who can help her 
on to another chance? Did she 
really want the promotion or was 
she complimented by somebody’s 
persuasions? 

7. Can she maintain good morale 
on her ward because the hospital 
at all times met its part of the 
contract concerning hours, salary, 
vacations and opportunity for pro- 
fessional growth? Does she feel 
appreciated? 

8. Has reasonable receptionist 
and clerical assistance been given 
so that telephones, visitors, labora- 
tory reports and the like are taken 
care of, leaving the head nurse 
and her general staff free to nurse? 

The general duty nurse assists 
the head nurse, but where team 
nursing is planned, she leads a 
group of practical nurses and aids 
in giving immediate patient care, 
with each doing what she knows 


how to do for a group of patients. 
The team allows the more skilled 
persons to care for the sicker pa- 
tients and the less skilled to do 
the more routine things. The gen- 
eral duty nurse is expected to take 
her turn at 3 p.m. to 11 p.m. duty 
and 11 p.m. to 7 a.m. duty; is she 
also expected to study? Also, is 
her salary little more than that of 
a secretary who has had far less 
training and who adheres to the 
40-hour week with week ends off 
and plenty of time for coffee 
breaks? 

Although this discussion essen- 
tially pertains to graduate nurs- 
ing service, we might mention the 
responsibility of students. A stu- 
dent’s business is to learn, but this 
should not be construed to mean 
that the student contributes noth- 
ing to the care of patients when 
she is on an educational assign- 
ment. It does mean that students 
should be assigned to a variety of 
patients by an instructor who is 
responsible to see that each student 
learns to give good care to pa- 
tients with many different diag- 
noses. It does not mean that the 
student carries all patient care on 
the ward. With guidance toward 
skilled professional nursing, the 
student becomes ready to carry 
graduate responsibility, which in- 
cludes continued study on a self- 
directed basis and a willingness to 
entertain new ideas. 

Have we lost the patient? It is 
done all too often. But the patient 
still should expect to be seen, to 
be talked with, to receive medica- 
tion, to receive treatment as or- 
dered and to be understood to be 
a person with a family in a com- 
munity. All of this he should ex- 
pect from a registered nurse moti- 
vated by a desire to serve with all 
the kindness she can put into her 
work. 


Each nurse, at whatever level, 
has her responsibility to the phy- 
sician within the scope of her as- 
signment. The nurse in general is 
responsible to the physician for 
carrying out clearly written, signed 
orders, She should know the why, 
how and when of those orders by 
educational background or by in- 
struction from the physician. She 
does not question the right of the 
doctor to order, but she may ask 
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questions and expect reasonable 
explanations. 

The nurse is responsible to ob- 
serve the patient and to report her 
observations to the doctor through 
accurate, preferably printed nurses 
notes. She is also responsible for 
reporting verbally when such a 
report will bring needed emer- 
gency care. Cooperatively, she 
should be able to ask or state many 
things which will benefit the doc- 
tor and the patient. For instance, 
in the operating room, if a doctor 
contaminates his glove or gown, 
the nurse is obligated to ask, 
“Doctor, did you know that you 
contaminated your glove?” 

The nurse should, whenever pos- 
sible, accompany a doctor on 
rounds for her own information, 
but especially to assist him with 
examinations and dressings. Loy- 
alty to the physician is a must, as 
stated in the “Code for Profession- 
al Nurses” of the American Nurses 
Association. A nurse never criti- 
cizes a doctor anywhere to his 
detriment. Rather, she should be 
likely to say to the patient, “You 
are in good hands’’. 

If a physician thinks a nurse is 
not meeting her responsibility, has 
he ever taken it up with adminis- 
tration or nursing service so that 
policy has been made of his idea? 
Can a nurse make rounds with six 
doctors, all of whom arrive at 
once? Obviously, no. But the nurse 
must strive to be fair and to give 
as nearly equal attention to all 
physicians, no matter how she 
feels. 


The responsibility of the nurse 
begins with administration and 
doesn’t seem to end anywhere. 
She has been expected to do what- 
ever no one else had time to do. 
Her responsibilities include being 
on duty whenever she is needed— 
come fire or flood. The nurse must 
always communicate to the best 
interest of the hospital concerning 
policy, personnel and patients— 
that is considered loyalty to the 
institution. She must give the most 
skilled care she knows how; if 
time and materials are needed, she 
must know how to make these 
needs known through channels. 
She must know and carry out her 


' job description. She must work as 
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if the institution were hers, feel 
disturbed if anything goes wrong 
and swell with pride when things 
go well. 


HOSPITAL RESPONSIBILITIES 


But these questions arise in this 
connection: 

1. Are hospital policies clearly 
written and are the goals clearly 
understood? 

2. Were the policies established 
in a democratic manrer or were 
they handed down? For example, 
was the head nurse given any lee- 
way in placement of patients by 
need for care, or did administra- 
tion assign them to a room based 
only on their ability to pay? 

3. Did administration ever con- 
sider having studies made of the 
work load of the nurses to see 
whether the impossible is ex- 
pected? 

4. Does the hospital include a 
physician as part of the planning 
group, so that when patient care 
and needed supplies create tension, 
there is a meeting place to talk 
out the problem as to cost, present 
and future needs as well as the 
care of the equipment? 

5. Does administration provide 
for department heads to get to- 
gether and exchange problems? 
If the elevator was stuck in 
the hospital or the nurse couldn’t 
get a nail driven when she wanted 
it, this need not be a crisis. In 
such situations, understanding and 
planning may make it possible for 
the maintenance men to attend to 
the nursing service’s needs sooner. 

We have not pointed out the 
changing roles of the nurse, the 
physician or the hospital. 

First the nurse was a good neigh- 
bor, then a hireling, then trained 
to give bedside care to patients 
with few orders. Then came many 
discoveries, so the doctor relin- 
quished treatments to the nurse, 
In the 1890’s the nurse was under 
discussion as perhaps being intel- 
ligent enough to handle the “fever 
stick.”” Now she is being pressed to 
give intravenous medications. Stu- 
dents complain because they are 
not allowed to give the kind or 
degree of care to patients that 
they are taught in class. Graduate 
nurses love to take care of people, 
but they are getting out of the 
habit in some instances because 


they have to do so many other 
things. 

The physician’s role has changed 
too. Formerly, he could be called 
day or night for his patient and 
he came. His practice now does 
not permit that, so the nurse calls 
the house staff at night and on 
week ends. Also, nurses used to 
call one doctor for one patient. 
Now, if the ailment extends be- 
yond six inches of the patient’s 
anatomy, we are likely to have to 
call in another specialist. The 
nurse’s role, then, is not the only 
one that is changing. What of the 
hospital’s? 

The hospital originally was a 
home for the sick. Now it is an 
educational institution for doctors 
and nurses, It is a center for re- 
search, with many implications for 
the doctor and the nurse. 

Collectively, responsibilities are 
recognized; to my knowledge, 
there has been no dissension with 
the over-all plans set down by the 
standard-setting organizations, the 
American Nurses Association and 
the National League for Nursing, 
so far as those responsibilities go. 
Individually, there are differences 
of interpretation, differences of 
opinion and differences in the way 
that individuals carry out their 
known responsibilities. There are 
also other responsibilities which 
might be carried out if they were 
clear to those concerned. Consider- 
able improvement could readily 
be effected in this area. 


SUMMARY 


Does the nurse meet her respon- 
sibility? While the administrator 
delegates, the physician directs 
and the patient demands, who is 
to say when, where, how and 
what of the nurse’s responsibility? 
Many years ago, we were given a 
directive which said, “Come, let 
us reason together.” Now we say 
we must communicate. Whatever 
the name for the procedure, if 
each of us maintains an attitude of 
wanting new ideas, working to- 
gether, recognizing our problems 
and not blaming one another until 
we know what the problems are, 
then we will have clear minds 
and will be able to take up prob- 
lems one by one. Some if not all 
of the answers lie within our- 
selves. 
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The legal basis of the hospital 


evident that the typical practicing 
physician cannot appraise their 
relative value as effectively as can 
a group especially charged with 
this responsibility. 

As in other aspects of hospital 
practice (but to a lesser extent 
because of his reserved right to 
make exceptions), the physician 
subordinates his judgment to an 
informed opinion arrived at by a 
staff committee and concurred in 
by the medical staff as a whole. 
Seen in this light, the restriction 
implicit in the formulary system 
is a lesser invasion of the physi- 
cian’s professional prerogatives 
than are many other provisions of 
the bylaws of a hospital medical 
staff. 

If the primary purpose of the 
formulary system to improve pa- 
tient care were not intermingled 
with and sometimes obscured by 
economic considerations, probably 
the propriety of its acceptance by 
physicians would never have been 
questioned. But the fact that the 
system may save money as well 
as promote a high quality of care 
is hardly a valid argument against 
it. It cannot be assumed that 
the medical staff will subordinate 
health to economy in respect to 
the purchase of drugs, any more 
than it will do so in other aspects 
of medical care. 

At any rate, the system recom- 
mended in the guiding principles 
preserves the physician’s full free- 


dom of action, by permitting him 


fhatmacy service 


formulary 
system 


(Continued from page 56) 


to stipulate a particular brand of 
drug in any case in which he finds 
reason to do so. With this right 
reserved, the legality of his par- 


The “Statement of Guiding 
Principles for the Operation of 
the Hospital Formulary Sys- 
tem”, which appears on page 
54 of this Journal, was formu- 
lated by a joint committee of 
the American Hospital Associa- 
tion and the American Society 
of Hospital Pharmacists and ap- 
proved formally by both or- 
ganizations. In preparing this 
statement, the joint committee 
availed itself of the assistance of 
specialists in related areas, such 
as medicine and law, to insure 
a rational and an adequate docu- 
ment. 

This “Statement of Guiding 
Principles for the Operation of 
the Hospital Formulary Sys- 
tem” is one of a number of 
formal statements pertaining to 
the operation of the hospital 
pharmacy, which have been ap- 
proved by the American Hospital 
Association and the American 
Society of Hospital Pharmacists. 

Two earlier statements of im- 
portance to the hospital phar- 
macy are: (1) the “Statement 
of Principles Involved in the 
Use of Investigational Drugs in 
Hospitals” (See “What hospi- 
tals should know about investi- 
gational drugs.” HOSPITALS, 
J.A.H.A. 32:44 Jan. 1, 1958) 
and (2) the “Statement on the 
Pharmacy and Therapeutics 
Committee” (See Am. J. Hosp. 
Pharm. 16:122 Mar. 16, 1959). 

Reprints of the pharmacy ma- 
terial beginning on page 54 of 
this Journal will be available 
from the American Hospital As- 
sociation, 840 North Lake Shore 
Drive, Chicago 11. 


ticipation in the system seems not 
open to question. 


EVIDENCING GENERAL CONSENT 


The advantage of having the 
authorization by staff physicians 
and other prescribers expressed in 
writing is self-evident. 

A physician who accepts and 
exercises staff privileges in a hos- 
pital, knowing that the formulary 
system is in effect, would probably 
be found by a court to have agreed 
to it, but argument, uncertainty 


and the risk of faulty memory or 


faulty understanding by individ- 
uals concerned can be avoided by a 
very simple writing. In case a 
hospital or its pharmacist is chal- 
lenged by a state board of phar- 
macy, either of them is in a far 
more comfortable position if a 
written authorization by all staff 
physicians and other prescribers is 
on hand. 

If the formulary procedures are 
set forth in the medical staff by- 
laws, or the medical staff rules, 
a written agreement in general 
terms to abide by the bylaws and 
rules would seem to be sufficient. 
Insertion of a reference in the 
subscription clause, however, spe- 
cifically authorizing application of 
the formulary system to the sign- 
er’s prescription where he does 
not otherwise indicate, makes 
clear beyond dispute that he is 
knowingly and intentionally ac- 
cepting the formulary procedures. 

Some lawyers believe that a 
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separate document, which may be 
the only method for house officers 
who customarily do not sign the 
bylaws, is a preferable method of 
obtaining authorization by mem- 
bers of the medical staff as well. 
A separate document, like a spe- 
cial reference in the subscription 
to the bylaws, makes clear that 
attention has been focused on the 
formulary system. Such a docu- 
ment should refer to a written 
statement of the formulary poli- 
cies and procedures (whether the 
statement appears in the bylaws 
or elsewhere) and recite that the 
signer is familiar with that state- 
ment. 

The existence of the necessary 
authorization or consent is a mat- 
ter of fact, and there is no rule 
of law about the manner of its 
proof. But it is a matter of such 
importance to both the hospital 
and the pharmacist that in self- 
protection they ought to put their 
ability to prove. it beyond the 
realm of argument. Signatures on 
an appropriate document are by 
all odds the best way to do this. 
In protection to itself and in fair- 


ness to its pharmacist, a hospital 


ought not to apply its formulary 
system to the prescriptions of any 
physician unless it has on file a 
signed and unrevoked authoriza- 
tion by that physician. 


EFFECT OF GENERAL CONSENT 


It has been emphasized above 
that a pharmacist is protected in 
dispensing a prescription drug 
only if he acts in accord with the 
direction of a physician. How, 
then, does the existence of a gen- 
eral authorization or consent alter 
the situation when an individual 
prescription written by proprie- 
tary name, without further indi- 
cation of the physician’s intent, is 
presented to the pharmacist? 

The first question is what a pre- 
scription means when it is written 
in this form by a physician who 
has agreed to the formulary sys- 
tem. 

Even if we look at the actual 
or subjective intention of the 
physician, the probability is very 
strong indeed that he intended to 
call merely for the basic drug in 
question, and that he used the 
proprietary name only as a more 
convenient means of reference to 
the basic drug. If that was not his 
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actual intention, he was careless, 
for he knew or should have known 
that the pharmacist would so in- 
terpret the prescription, and that 
insistence upon a particular brand 
required some indication beyond 
the mere use of the proprietary 
name. 

To a lawyer, however, the ques- 
tion is not what actual intention 
the physician may have harbored 
when he wrote the prescription, 
but what intention he has mani- 
fested to the pharmacist by the 
writing. What would “the ordinary 
prudent man” in the pharmacist’s 
position, knowing what the phar- 
macist knows, believe to be the 
physician’s intent?4 

When a physician in a hospital 
following the formulary system 
gives a written or oral prescription 
by proprietary name, without fur- 
ther indication of his intent, he 
knows, and knows that the phar- 
macist knows that: 

1. The physician has signed a 
general authorization to fill pre- 
scriptions by nonproprietary name; 

2. He has not revoked this au- 
thorization, as he has a legal right 
to do at any time; 

3. In the absence of contrary 
indication by the physician, the 
prescription will be filled in ac- 
cordance with the rules of the 
formulary; 

4. He has given no contrary in- 
dication; 

Under these circumstances, the 
fair and reasonable meaning to the 
pharmacist is that he is author- 
ized to dispense the basic drug or- 
dered, in accordance with the for- 
mulary system and without regard 
to brand identity. 

A prescription is not intended to 
be read by the general public. It 
is a communication between two 
individuals, the physician and the 
pharmacist, and can only be read 
in the light of their knowledge. 
Whether it is written by trade or 
nonproprietary name, it conveys 

4. The American Law Institute states as 
a general rule that “words or other mani- 
festations of intention ... are given the 
meaning which the party making the 
manifestations should reasonably expect 
that the other party would give to them”. 
Restatement, Law of Contracts (1932), sec 
233. Even in the unlikely event (id., sec. 
228) that the parol evidence rule were 
held applicable to a _ prescription, the 
document would still be interpreted in 
accordance with its meaning to “a reason- 
ably intelligent person acquainted with 
all operative usages and knowing all the 
circumstances” (ruling out only oral 


statements by the parties of what they 
meant). Id., sec. 230. 


to the recipient the meaning of the 
sender only because they share an 
understanding of the esoteric sym- 
bols used, No court could interpret 
a prescription without the aid of 
expert testimony and without con- 
sidering what it means, not to a 
layman, but to the pharmacist re- 
cipient. What it means to him is 
governed partly by pharmaceuti- 
cal terminology, but partly also, if 
he is operating under a formulary 
system, by the rules of the formu- 
lary system. 

In a lawyer’s language, the for- 
mulary system is a “local usage”’ 
within the hospital, and all au- 
thorities agree that a local usage 
may modify the meaning of a 
writing.5 Here, the modification 
consists in reading into the pre- 
scription a term not expressed, “or 
the formulary equivalent’’. 

Even if a court were reluctant 
to interpret the prescription in 
this fashion, however, the result 
would be the same because the 
order for a proprietary product 
would in effect be accompanied by 
an authorization to dispense any 
other brand of the same basic 
drug. There can be no question 
that if two documents were handed 
to the pharmacist simultaneously, 
a prescription by brand name and 
an authorization to fill it with a 
different brand, the authority of 
the pharmacist would be the sum 
of the two authorizations. The sit- 
uation is precisely the same with 
respect to a brand name prescrip- 
tion accompanied by a prior gen- 
eral authorization, provided that 
(1) the authorization was valid in 
the first place and (2) it still sub- 
sists.§ 

We have seen that such a gen- 


— 9 Wigmore, Evidence (3rd ed., 1940), 
3 Williston, Contracts (rev. ed.., 
1936), . 608; 3 Corbin, Contracts (1951), 
555. The American Law Institute 
states that a usage is effective where the 
a have agreed to it, or where they 
now of its existence and neither party 
“knows or has reason to know that the 
other party has an intention inconsistent 
with the usage”. Restatement, Law of 
Contracts, sec. 247. 


The Institute gives this highly pertinent 
illustration (id., sec. 246, illustration 3): 
A contract to sell “San Domingo mahog- 
any” may be fulfilled, in accordance with 
a usage of the trade, by the delivery of 
mahogany of similar characteristics, but of 
different orgin. By the same token, it 
seems clear, an order for a proprietary 
drug may be filled, in accordance with a 
hospital usage, by the delivery of a drug 
chemically and therapeutically identical, 
but of different orgin. 

6. State laws forbidding substitution 
without the consent of the prescriber 
would seem to be satisfied if the same 
two conditions are met—that the consent 
was valid when given, and that it still 
subsists. 
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eral authorization, probably valid 
in any case, is unquestionably val- 
id if a mechanism is provided 
by which the physician may insist 
on a particular brand when he so 
desires. 

In the case we are supposing, 
the authorization has not been re- 
voked or rendered inapplicable to 
the particular case—and therefore 
it still subsists—unless the very 
act of writing a prescription in a 
proprietary name were held to 
constitute a revocation, either in 
toto or ad hoc. But the parties 
have agreed that this act shall not 
in itself be a revocation; they have 
agreed that something more than 
the writing of a trade name shall 
be necessary to render the general 
authorization inapplicable even to 
the particular case. With consider- 
ations of public policy fully satis- 
fied by the physician’s reserved 
right to insist upon a brand, there 
is no reason that a court should 
hesitate to respect the agreement 
of the parties on this point.’ 


LABELING OF MEDICATION CONTAINERS 


So far as they relate to trade- 
marks, questions of labeling are 
dealt with in the accompanying 
opinion of Mr. Livingston (see 


col. 3). The same precautions, 


that he finds sufficient to pre- 
clude trademark infringement 
should suffice to prevent formu- 
lary nomenclature from raising 
any question of false labeling 
under food and drug laws. 

Any labeling requirement under 
food and drug or similar laws, 
other than with respect to the 
naming of the drug, will presuma- 
bly be unaffected by the formu- 
lary system, So far as nomencla- 
ture is concerned, an accurate use 
of the nonproprietary name is both 
unobjectionable and, as far as is 
known, everywhere legally suffi- 
cient. Use of a proprietary name 
which corresponds to the actual 
contents is also unobjectionable. 

If as a safeguard against medi- 
cation error, a proprietary name 
appearing on the prescription also 

7. Compare the rule that acts, which 
would otherwise constitute a waiver of a 
term of a contract, do not constitute a 
waiver if the parties have agreed that 
they sheuld not. As Professor Williston 
says: “... when the parties have expressly 
agreed, whether orally or in writing, that 
certain acts otherwise ambiguous shall 
not be taken to have a certain meaning, 


that meaning should not be attributed to 
them.” Williston, op. cit., sec. 765. 
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appears on the label in conjunction 
with the nonproprietary name, but 
does not correspond to the con- 
tents, it is essential that a format 
be employed which clearly negates 
any inference that the proprietary 
name describes the contents. Suit- 
able formats are suggested in the 
guiding principles and in Mr. Liv- 
ingston’s opinion. 

Some hospitals have adopted the 
practice in these cases of putting 
on the label the nonproprietary 
name and of following it, in pa- 
rentheses but without explanatory 
wording, with the proprietary 
name which appears on the pre- 
scription even though the contents 
are of a different brand. This prac- 
tice cannot be approved. Such 
labeling is inherently deceptive, 
and it is not a safe or sufficient 
answer (though it is a true one) 
to say that hospital personnel fa- 
miliar with the formulary system 
will not be deceived. If a container 
so labeled were produced in court, 
it would be difficult to persuade 
the judge that deception was not 
threatened, however unintention- 
ally. The risk of an adverse ruling 
is too great to be warranted. 

The guiding principles state that 
the suggested form of labeling 
may be adapted for use on nurs- 
ing station medication containers. 
Here the problem is a little dif- 
ferent, since it may involve a 
number of brand names in which 
prescriptions for the basic drug 
may be written. A suitable adap- 
tation would be: 


(Nonproprietary Name) 
Note for information of staff: Contents 
may be used, per formulary policy, to fill 
prescriptions or orders for any of the 
following brands of the same basic drug— 
(Proprietary Name, Brand #1) 
(Proprietary Name, Brand #2) 
(Proprietary Name, Brand #3) 


So far as possible, the proprietary 
names of all brands of the basic 
drug should be listed; at least all 
those names used by the hospital 
staff in prescribing the basic drug. 


CONCLUSION 


The hospital formulary system 
would present no basic legal prob- 
lem if all prescriptions were writ- 
ten in official or nonproprietary 
names. 

To enable prescriptions written 
in proprietary names to be filled 


without regard to brand requires 
the authorization of all those who 
write such prescriptions. The risk 
of disciplinary proceedings against 
the pharmacist, the risk of crimi- 
nal liability on his part, and per- 
haps on that of others, and the 
risk of complication in civil litiga- 
tion are too great to permit the 
slighting of legal niceties. 

The system outlined in the guid- 
ing principles, in the opinion of 
the present writer, meets the re- 
quirements of federal law, and 
probably the requirements of most 
if not all state laws. For advice on 
compliance with state laws, how- 
ever, state hospital associations or 
individual hospitals must look to 
local counsel. The initiation of a 
formulary system without ade- 
quate legal advice is a hazardous 
undertaking. 


The following letter to Alanson 
W. Willcox, general counsel of the 
American Hospital Association, ex- 
presses an opinion by Boynton P. 
Livingston of Mason, Fenwick & 
Lawrence, Patent and Trade-Mark 
Lawyers, on the application of the 
hospital formulary system to the 
prescribing and dispensing of drugs 
in hospitals. 


“We have reviewed the informa- 
tion furnished regarding the for- 
mulary system. It is our under- 
standing that under this system 
physicians consent and agree that 
in prescribing or ordering a par- 
ticular drug by a proprietary name, 
they authorize the hospital phar- 
macists to fill the prescription or 
order with the same drug, al- 
though it may be of different 
manufacture or source than that 
indicated by the prescription or 
order. 

“We also understand that in the 
event a physician desires that a 
drug of particular manufacture or 
source be dispensed, specific in- 
structions over and above the des- 
ignation of a proprietary name 
must be given by the physician. 
In the absence of specific instruc- 
tions for the filling of the pre- 
scription or order with a drug of 
particular manufacture or source, 
the pharmacist may fill the pre- 
scription or order with the same 


drug, but it need not be of the 
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same manufacture or source as 
indicated by the proprietary name 
on the prescription or order. 

“We believe that when pursuant 
to a valid consent of the physician 
a prescription or order is filled by 
the pharmacist with the same drug, 
but of different manufacture or 
source, the container for which 
bears merely a nonproprietary 
name, this would not constitute 
passing off nor would it impinge 
upon the trademark rights of the 
company whose proprietary name 
appears on the prescription or 
order. It is understood that the 
prescription or order in question 
is intended to be only a means of 
communication between the phy- 
sician and the hospital staff phar- 
macist, both of whom have knowl- 
edge of and have undertaken to 
participate in the formulary sys- 
tem. 

“As further evidence of the 
physician’s consent it is desirable 
where feasible for the prescription 
or order to bear a legend sub- 
stantially as follows: 

Authorization is given for dis- 

pensing by nonproprietary 

name under formulary system 
unless checked here 

“Under such circumstances the 
physician has specifically author- 
ized the pharmacist to fill the pre- 
scription or order by nonproprie- 
tary name in accordance with the 
rules of the formulary system to 
which he has agreed. 

“We have also considered the 
problem involved in the labeling 
of a drug for use in the hospital 
when the prescription or order is 
filled with the same drug, but of 
different manufacture or source 
from that indicated by the pro- 
prietary name. If the actual con- 
tents are not those of the 
manufacturer or source whose 
proprietary name is designated on 
the prescription or order, use of 
the proprietary name on the label 
should preferably be avoided. 

“We understand, however, that 
it is essential in many instances 
that the proprietary name be placed 
on the label in some manner in 
order that the nurse administering 
the medication has a check against 
the prescription or order to avoid 
medication error. In such situa- 
tions, an appropriate legend must 
appear on the label in conjunction 
with. the proprietary name. The 
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legend should not state that the 
contents are those of the manu- 
facture or source identified by the 
proprietary name when such is not 
the fact. 
“A legend, such as the one sug- 
gested below, may suffice. 
(Nonproprietary name) 
Note for information of nurses: 
Prescription or order for ........ 
filled by nonproprietary name 
as per formulary policy; con- 
tents may be of different 
source or identified by another 
brand name. 


“The space in the legend would 
be completed by the pharmacist 
with the proprietary name which 
appeared on the prescription or 
order. If a legend along the lines 
suggested above is used, the staff 
and personnel, familiar with the 
formulary system, who administer 
the drugs should know that the 
contents, although of the same 
drug, are not necessarily of the 
same source or manufacture as 
identified by the proprietary name 
on the prescription or order.” 

—BOoOYNTON P. LIVINGSTON 


UNOPENED 


six sizes 
a thousand and one uses 


The wide range of sizes of ‘VASELINE’ STERILE PETROLATUM GAUZE 
U.S.P. gives it a thousand and one uses in the hospital and the office treatment 


room. As a pressure dressing in surgery. 
an emollient dressing on dry and nonacute skin lesions . . 
. here is a dressing convenient to use and of guaranteed, 


and ear procedures.. 
sealed-in sterility. 


.an occlusive dressing in burns. . 
. a packing in nose, we, 


Provided in a Range of Sizes for Every Indicated Need 
in disposable plastic tubes + 1/2" x 72° selvage-edged packing 


in heat-sealed foil envelopes * 1” x 36" strip . 
.6" x 36" strip 


. 3” x 3” pad, opening to 3” x 9” strip... 


‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 


Professional Products Division ¢ Chesebrough-Pond’s Inc., New York 17, N. Y. 
Vaseline® is regittere4 of Chesedrough-Pond’s inc. 
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ways to improve patient care 


and hospital efficiency 


. ». through the functional use of communications and sound 


Well-planned Executone sound-communication systems can 
perform heroic labors in the hospital. More than 30 different applications have been 
designed. Seven broad areas are detailed here. They are capable of lifting 
many burdens that high costs and personnel shortages impose on 
patients, administrators and staff. 


1. Provide for instant 


command-response in surgery 


Lives can be saved by immediate re- 
sponse to doctors’ commands in the Sur- 
gical Suite. It is vital that a surgeon obtain 
assistance from remote departments with 


-as much dispatch as he receives an in- 


strument from his Operating Nurse. He 
may, for instance, have to suspend an 
operation until a report on a specimen 
can be obtained from Pathology . . . until 
Blood Bank or Sterile Surgical Supply 
can fill an unforeseen need. 

Executone’s intercom systems put these 
services at the surgeon's immediate dis- 
posal. They fulfill special requirements 
of the Operating Room—explosion- 
proofing .. . foot-operation. .. extremely 


_ well-modulated voice reproduction. 


They can, in addition, be used to trans- 
mit 2-way voice communication between 
the surgeon and students. 

In other than surgical areas where 


urgent situations arise, action can almost 
_ always be expedited by properly-speci- 


fied Executone communications. 
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2. Raise nurses’ productivity; improve bed-patient care 


ati 


Time and motion studies have proved 
that nurses’ foot travel can be reduced 
by as much as 65%. At the same time, 
more duties can be assumed by order- 
lies, aides and Practical Nurses. The 
source of these skilled-labor-savings is 
the Executone audio-visual nurse call sys- 
tem. It can make a reduced nursing staff 
more responsive to the patients’ needs. 

In most cases, it can be installed using 
existing nurse call wiring. An effective 
audio-visual system will incorporate the 
following factors: 


a. ability of patients, including those 
unable to move or speak normally, to use 
the system effortlessly. 


b. operation of the system with all its 
advantages regardless of the location of 


...in new and existing hospitals 


nurses at any given moment, or the num- 
ber of calls registered. 

¢. provisions to avoid a patient's being 
unable to signal. 


d. psychological reassurances—of the 
proper registration of a patient's call, 
and the maintenance of his privacy. 


e. foolproof, urgent-priority call regis- 
tration from bathroom stations. 


f. use of the system to monitor sounds 
in post-operative cases, polio or seclu- 
sion wards, nurseries, etc. 


A demonstration of Executone’s ad- 


vanced nurse call equipment will show. 


you how all these functions and safe- 
guards can be implemented, and a sys- 
tem designed for any set of requirements. 


3. Ease doctors’ 
registration and 
message problems 


In-out registration and message col- 
lection duties are so burdensome to doc- 


tors that many frequently neglect these 
essentials. Confusion and delays result. 
Executone, however, makes available a 
variety of systems designedtjo relieve 
this condition. One notable ddvance is 
Executone’s simplified, one-stop register- 
and-message facility. 

This facility is made available to the 
doctor at all habitually used entrances. 
Each register is tied in to a central com- 
pact “memory” unit at the hospital mes- 
sage center. The doctor need only punch 
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his own 3-number code into the nearest 
register and indicate whether he is en- 
tering or leaving. This information is 
stored in the “memory” unit and is in- 
stantly available at any register. If there 
are messages for a doctor when he uses 
a register, a blinking light alerts him, and 
he may speak to the message center by 
2-way intercom. The use of a central 
“memory”™ unit makes possible significant 
economies in wiring. 


4. increase the versatility of 
doctor-paging systems 


The paging facilities in today's hospi- 
tal can offer a far greater range of serv- 
ice—thanks to Executone’s multi-purpose 
systems. Not only does this equipment 
make possible a variety of interchange- 
able paging methods, but it will accom- 
modate background music and alarm 
functions as well. 

In addition to the conventional all- 
hospital page, the Executone-equipped 
paging center may use: 


zoned paging. A sequence of zoned 
pages will usually locate a doctor with- 
out disturbing the entire hospital. A typi- 
cal sequence might be: obstetrical suite 
... Maternity ward .. . doctors’ lounges 
and dining rooms. 


localized paging. This system operates 
as above—with this exception: On floors 
or wards served by nurses’ stations, pag- 
ing is restricted to the duty area. The 
nurse completes the page by selective 
use of the nurse call system. This method 
gives maximum quiet in patient areas. 


5. Make the hospital environment more congenial 


Sound can be genuinely therapeutic. 
Leading administrators attach great im- 
portance to its use for diversion and en- 
tertainment. They favor the availability 
of music—in wards and labor rooms, for 
example, as well as waiting rooms and 
visitors’ facilities. Chapel services can 
be transmitted to the rooms of patients 
who so desire. 

Executone’s versatile paging and 
nurse call systems readily handle these 
additional functions. For example, each 
patient can be supplied with an Execu- 
tone Pillow Speaker and controls. This 


remarkably compact instrument is a high 
quality sound reproducer . . . radio sta- 
tion and TV channel selector . . . volume 
control . . . and nurse call cord set—all 
in one. No radios are needed in the 
rooms. Programs—and records or tapes 
—originate at a central control rack. 


6. Speed internal action; 
keep telephone lines free 


Reliance on the telephone for internal 
communication in the hospital often re- 
sults in delay and switchboard conges- 
tion. Efficiency requires a channel of 
communication independent of the tele- 


7. Expedite out-patient, 
clinic and 
emergency service 


Traffic can be made to flow smoothly, 
and doctors’ time conserved, by effec- 
tive communications in departments serv- 
ing ambulatory patients. Emergency 
admissions, too, can be handled with 
efficiency . . . day and night. 

Executone intercommunication — be- 
tween nurses’ stations and the medical 
facilities they serve —is the key to im- 


phone .. . in order that administrators 
may have direct contact with heads of 
departments . . . that related depart- 
ments be in instant touch with one an- 
other .. . that there be adequate inter- 
com facilities within departments. 

Executone’s intercom systems have 
proved their worth in hundreds of hospi- 
tals —in terms of increased staff pro- 
ductivity, time savings, and freeing 
switchboards for rapid response to 
emergency calls. 
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proved operation in these areas. An 
ambulance entrance which is not regu- 
larly staffed at night can be made func- 
tional around the clock—by the use of an. 
outdoor Executone ambulance intercom 
station to summon proper personnel upon 
arrival of an emergency case. 


THIS COUPON WILL BRING YOU IDEAS... INFORMATION ... ASSISTANCE — WITHOUT OBLIGATION --- 


EXECUTONE EXTRAS 


Your local Executone distributor offers: 


Expert planning service ¢ Free instruction of your people 
e Factory-trained crews to supervise installation; provide 
on-premises maintenance ¢ Proved design standards 
e Full-year guarantee ¢ A single responsible source for all 
hospital communication and sound systems 


COMMUNICATION and SOUND SYSTEMS 
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Executone, Inc., Dept. T6, 415 Lexington Avenue, New York 17, N. Y. 
At no obligation, please send me information on: 


nurse call systems 
doctor paging systems 


[-] departmental intercom systems 
entertainment programming 


["] in-out register systems systems 

[] {other} 
This is for [_] new construction [] existing hospital 
Nome Title 
Address_ 
City. Zone Stote. 


In Canada: 331 Bartlett Avenue, Toronto 
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and suffily review 


Fiber glass banquet covers 
(20E-1) 

Manvfacturer's description: Combining 
beauty and durability, these light- 
weight fiber glass banquet covers 


won’t dent or tarnish and are chip 
and break resistant. Tests have 
proven that they are unaffected 
by dishwashers, detergents, heat 
and cold. They are so designed 
that the tolerance of cover base 
accommodates various plate sizes 
and the contour of the top is spe- 
cially designed for easy stacking. 
No polishing or special cleansing 
agents are required. Cambro, Inc., 
Dept. H20, 214 Fifth St., Hunting- 
ton Beach, Calif. 


Detector alarm (20E-2) 
Manvfacturer’s description: This detector 


alarm equipment consists of Type 
GDA resistor type ground detector 
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and Type GDP indicator and alarm 
unit, and meets the NE Code and 
NFPA requirements for detecting 
circuit grounds in anesthetizing 
locations. The ground contact in- 
dicator will respond when any 
conductor of the system becomes 
grounded through a resistance or 


a capacitive reactance of any value 


up to 60,000 ohms. A green signal 


lamp visible to personnel remains 


lighted while the system is isolated 
from ground, but an adjacent red 


signal lamp and an audible alarm 
signal are energized when the in- 
dicator responds to leakage cur- 
rent. Crouse-Hinds Co., Dept H20, 
Syracuse 1, N.Y. 


Grill-cleaning appliance (20E-3) 

Manvfacturer's description: This grill 
cleaner, which plugs into any elec- 
trical outlet, has four counter- 
rotating abrasive wheels that will 
clean any grill speedily. The ap- 
pliance can clean the grill while 
the grill is at cooking tempera- 
tures. The unit is powered by a 
sturdy, self-cooling motor and has 
nylon gears and oilless bearings. 
The grease-resistant plastic cord 
and plastic housing make the unit 


shock-proof. The grill cleaner will 
leave no ridges or hollows to trap 
grease or form hot spots. Special 
grades of grit are available for 
badly misshapen grills and a few 
cleanings will actually smooth out 
bumpy or hollowed out grills and 
restore a level surface. Rotomagic 
Corp., Dept. H20, 818 Butterworth, 
S.W., Grand Rapids, Mich. 


Waterproof hospital mattress 
(20E-4) 

Manufacturer's description: The individ- 
ually pocketed coil construction of 
this mattress is now tufted on the 
inside so the top and bottom is 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


smooth. There are no outside tufts 
to catch dirt or grime. The ticking 
is completely waterproof. It has 
been sanitized to repel odors and 
inhibit the growth of germs and 
bacteria, and also has been treated 
with an antistatic inhibitor so it 
is safe to use in or near operating 
or recovery rooms. The mattress 
has a 10-year guarantee. Simmons 
Company, Dept. H20, Merchandise 
Mart Plaza, Chicago 54. 


Pediatric hand restraint (20E-5) 

Manufacturer's description: This pediat- 
ric hand restraint protects the in- 
fant from possible self-injury by 
exploring hands after a therapeu- 
tic procedure or during treatment. 
Made of smooth, non-toxic plastic, 
the restraint fits on each arm to 


render elbow action impossible. 
The infant is then unable to touch 
his head or torso, but is free to 
move otherwise. The restraints 
close over the arms with tie strings 
and are held in place by safety 
pins attached to sleeves. Sterilon 
Corp., Dept. H20, 500 Northland 
Ave., Buffalo. 


TB and insulin disposable needle 


and syringe (20E-6) 
Manvfacturer's description: In addition to 


the standard style, this disposable 
syringe and needle combination is 
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remove metal seal and disc 


plug set into center of stop- _ 
per with a quick thrust 


quldkly i 
ually check for vacuum and 
to automatically establish 
fluid level in drip chamber; 
clear tubing of air and infuse 


LONG DISTANCE CHECKING FOR 
NEEDLE STOPPAGE BECOMES 
POSSIBLE WITH THE 


easier to set up 
easier to check up 


avoids continual trips 
to the bedside 


With old type bottles with an air tube, nurses have to walk to 
the bedside to determine the flow of an infusion by observing 
fluid dripping in the chamber. But with the Saftisystem *'28;’ 
nurses looking into a patient's room from as far away as the 
hallway can see if the solution is flowing by noting the rising air 
bubbles. Thus nurses save steps, save time and have an accu- 
rate means of checking the flow of an infusion from a distance. 


ONLY FILTERED AIR ENTERS THE SAFTISYSTEM “28” 


A fine mesh, non-wet- 
mS table, bacterial filter 
permits only filtered air to enter the Saftisystem “28” 


8 gecond. 
magic 
set-ups 
CUTTER 
SAFTISYSTEM 
"28" 
| a 
\ 


The Cutter Saftisystem 
“28” consists of a 28 mm. 
Saftiflask® and improved in- 
jection sets. A new air inlet 
with a filter does away with 
the air tube, permits use of 
a solid stopper with a single 
point of entry, and permits 
only filtered air to enter 
the flask. 

The Saftisystem takes 
just 8 seconds to set up. 
There’s no searching for the 
point of entry as there’s 
only one place in the stopper 
where the set plugs in. The 
bottle, when inverted, auto- 
matically establishes a level 
in the drip chamber, and 
the incoming filtered air 
bubbling up gives a visual 
check for vacuum. 

Medication can be added 
(aseptically) either before or 
after the flask has been sus- 
pended on the T stand, even 
after infusion is started. 

Hospitals can convert to 
the Saftisystem with- 
out confusion as it is com- 
patible with all closed sys- 
tems of I.V. administration. 


SEND FOR COMPLIMENTARY 
WALL CHART EXPLAINING THE 
SAFTISYSTEM “28" IN DETAIL. 


CUTTER LABORATORIES 
Berkeley, California 


COMMON SOLUTION SET-UPS 
WITH THE 
SAFTISYSTEM "28" 


I. V. SET-UP 
SAFTISET 


The rubber stopper is exposed and 
the set plugged in with one thrust. 
Then bottle is inverted to automati- 
cally establish a fluid level in drip 
chamber. Tubing is cleared of air. 
Takes about 8 seconds. 


SAFTISET-TANDEM ‘'28"' 


Tandem setups become easy as 
bottles hook up through the air inlets 
and the flow automatically transfers 
from one flask to another as the con- 
tainers empty. 


V. Set-Up for Two 
Solutions 
SAFTISET-Y 


Blood Tandem Set-Up 
SAFTIFILTER-TANDEM 


Hypodermocliysis Set-Up 
SAFTICLYSIS ‘‘28'" 


“Y"' Set-Up for Blood and 


SAFTIFILTER 


THE FIRST ee | 
| MAJOR ADVANCE ae | | 
IN SOLUTION | 
SYSTEMS 
SINCE 
NI“PNSARIF SETS 
I. V. TANDEM SET-UP 


available in one and two cc. sizes 
for tuberculin or insulin use. The 
complete unit is presterilized and 
prepackaged, ready for immediate 


use. The disposable factor elimi- 
nates the possibility of cross-in- 
fection. Hypo Surgical Supply 
Corp., Dept. H20, 11 Mercer St., 
New York 13. 


Vinyl! casters and glides (20E-7) 

Manufacturer's description: Made of a 
sturdy nonstaining plastic, the 
guards will help prevent unsight- 
ly skid marks and indentations, 
caused by heavy furniture. The 
guards range in size from a small 
nail-on button glide, for very light 
load application, to large square 


and round caster cups, for heavy 
furniture loads. The complete line 
also includes small round and 
square caster cups, as well as 
swiveling glides and straight tip 
glides for one-in. chrome or alumi- 
num tubular furniture. American 
Biltrite Rubber Co., Dept. H20, 
Trenton 2, N.J. 


New chinaware design (20E-8) 

Manufacturer's description: Hospitals will 
find tray service easier with this 
design because its basically square 
shape makes it possible to get the 
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same number of pieces of china 
on a 10%-in. x 15-in. tray as com- 
pared to a 16-in. x 22-in. tray 
Storage problems are also re- 
lie zed. To conserve more space, an 
extra small saucer is available. 
The pattern, under the glaze, stays 
bright and clear through thou- 
sands of washings, and the ware 
comes out clean and sanitary from 
a dishwasher without special at- 
tention. Syracuse China Corp., 
Dept. H20, 2900 Court St., Syra- 
cuse, N.Y, 


New hospital bed (20E-9) 
Manvfacturer's description: Patient care 


from four sides is made possible 
with this adjustable-height hospi- 
tal bed. The low footboard and 
removable headboard also facili- 
tate bedmaking and cleaning. Fit- 
tings on the bedstead permit the 
mounting of guard rails, intrave- 
nous standards and other equip- 


ment, Dual casters allow the bed 
to be moved over uneven floor 
surfaces without jarring the pa- 
tient. Other items in this line in- 
clude a round bedside cabinet with 
swing-out plastic top, a two-posi- 
tion lounge chair, occasional chair 
and a contemporary bench with 
handy three-drawer storage chest. 
American Seating Co., Dept. H20, 
Grand Rapids, Mich. 


Folding linen cart (20E-10) 


'Manvfacturer's description: Designed for 


hospital housekeeping, this linen 
truck folds to little more than of- 
fice-chair size. Shelves slide in- 
ward, and a large platform folds 
to store the truck in a minimum 
of space. The unit features six 
wheels, enabling the truck to turn 
in its own length, mount or 
descend curbs and roll easily 


Chicago 11, Illinois. 


p If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 
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BRUSH 
DESIGNED 
TO TAKE IT. 


ANCHOR 


ALtt-NYLtOWN 


SURGEON’S BRUSH 


Anchor Brushes are tough...each is 
guaranteed to take 400 or more 
autoclavings. 112 soft, firm tufts are 
specially tapered for better scrub-up 
efficiency with utmost comfort. 


Crimped bristles mean better soap 
retention...grooved handles permit 
firmer gripping. Each brush weighs 
but 1% oz. and is designed for 
use in Anchor stainless steel brush 
dispensers. 


_ Durability and performance mean 
true economy. Order by the dozen 
or gross through your hospital sup- 
ply firm today. 


Other outstanding Anchor products 

include — 

e All-Nylon Emesis Basins 

e All-Nyion Drinking Tumblers 

e Stainless Steel Surgeon’s Brush 
Dispenser 


Sold Only Through Selected Hospital Supply Firms rls 


ANCHOR BRUSH COMPANY 


AURORA, ILLINOIS 
Write for Complete information te Exclusive Sales Agent: 


THE BARNS-ELY COMPANY 
1414-A Merchandise Mart - Chicago 54, Illinois 
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through narrow doorways from 
room to room. Construction is all- 
steel, welded, tubular framework 
with mesh sides and back. The 
Paul O. Young Co., Dept. H20, 
Line Lexington, Pa. 


Multi-egg fryer (20E-11) 
Manufacturer's description: The multi- 


egg fryer can fry 384 eggs in less 
than two minutes at 325° F. Each 
multi-egg fryer contains 12 rings 
for preparing 24 eggs. With the 


use of 16 fryers on eight standard 
grills, this volume can be pro- 
duced. The item is patented, Le- 
gion Utensils Co., Inc., Dept. H20, 
21-07 40th Ave., Long Island City 
1, N.Y. 


Alternating tourniquet (20E-12) 
Manufacturer's description: This auto- 


matic tourniquet restricts alter- 


nately, in a uniform fashion, venous 
return from the limbs, there- 
by alleviating acute pulmonary 
congestion. The constancy of re- 
duced venous flow during alterna- 
tions greatly minimizes possible 
cardiac strain. One feature of the 
unit is the reduction of time and 
effort required of nurses in at- 
tending severe cardiac patients. 
Cordis Corp., Dept. H20, 241 N.E. 
36th St., Miami 37. 


Basket carts (20E-13) 
Manufacturer's description: The carts are 


equipped with one-piece, glass- 
fiber, reinforced, plastic, molded 


pans that are strong, light-weight 
and easy-to-clean, and that help 
keep clothes from extractors damp 
longer than other types of baskets. 
The pans cannot rust or rot, will 
not support mildew and are com- 
pletely unaffected by laundry sours, 
high temperatures and water. Cart 
frames are welded one-in. steel 
tubing and angle and are equipped 
with four three-in. diameter soft 
rubber swivel casters, expansion 
sockets and double ball raceways. 
Over-all height of the carts is 
21% in. for ease of loading and 
unloading. Container Development 
Corp., Dept. H20, Watertown, Wis. 


literature 


SEE COUPON, PAGE 91 


Steam cooking (20EL-1)—Included 
in this booklet is information about 
the advantages of steam cooking 
—its uses and methods—the cook- 
ing time for various foods and a 
guide to the selection of the proper 


steam cooking equipment. The 
Cleveland Range Co., Dept. H20, 
971 E. 63rd St., Cleveland 3. 


Revolving doors (20EL-2)—This 
catalogue presents the safety fea- 
tures of revolving doors, complete 
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details for installations and specifi- 
cations for use by “spec” writers. 
Balanced or swing doors and their 
specifications are also included. 
International Steel Co., Dept. H20, 
1460 Edgar St., Evansville, Ind. 


Vacuum cleaners (20EL-3)—A fold- 
er describing a line of heavy-duty 
vacuum cleaners offering combina- 
tions of motor capacities, tank 
capacities, tank materials and ac- 
cessory assortments for wet and 
dry cleaning, wet cleaning, dry 
cleaning, furnace cleaning and all 
varieties of special cleaning opera- 
tions. The Black & Decker Mfg. 
Co., Dept. H20, Towson 4, Md. 


Vertical sliding chalkboard (20EL-4) 
—This brochure describes a bal- 
anced, vertical sliding chalkboard 
constructed with anodized alumi- 
num extrusions. The design of the 
panel framing section allows use 
of chalkboard or tackboard ma- 
terial of any thickness or material 
specification. Nylon bearings result 
in smooth, effortless operation. S. 
H. Pomeroy Co., Dept. H20, 41 
Magee Ave., Stamford, Conn. 


Automatic infusion apparatus (20EL- 
5)—Of special interest to labora- 
tories is this infusion apparatus 
for the infusion of small liquid 
volumes with accurate deliveries. 
The apparatus features 24-step, 
plunger feed rates from 0.125 
ml/min. to 5 ml/min. Ask for 
folder on Unita Infusion Appara- 
tus. Brownwill Scientific, Div. of 
Will Corp., Dept. H20, P. O. Box 
3927 Brighton Sta., Rochester 10, 
N.Y. 


Seating Catalogue (20EL-6)—Each 
item of seating in the catalogue 
is illustrated and the data provided 
includes complete size specifica- 
tions, color availabilities, construc- 
tion features, weight and packing 
information. Hampden Specialty 
Products Corp., Public & Institu- 
tional Seating Div., Dept. H20, 
Easthampton, Mass. 


First-aid training (20EL-7)—This 
catalogue features realistic aids for 
the purpose of teaching first-aid 
and describes a new product—a 
lifelike manikin for instruction 
and practice in the techniques of 
mouth-to-mouth rescue breathing. 
Ask for Bulletin No. 31. Alderson 
Research Laboratories, Inc., Dept. 
H20, 48-14 33rd St., Long Island 
City 1, N.Y. 
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MOTOROLA | DAHLBERG 


 Motorola/Dahlberg Hospital 


Reduce Hospital 
Costs with the 


MOTOROLA |DAHLBE RG 
HOSPITAL COMMUNICATIONS SYSTEMS 


Pillow Speaker Television /Radio 


By keeping patients’ minds busy through the 
outside entertainment of TV and radio, “‘hotel 
services’’ are dramatically curtailed. A men- 
tally active patient makes fewer demands on 
your busy nursing staff, enables fewer nurses 
to serve more patients. 


Audio-Visual Nurse Call 


Dahlberg brings patient privacy to audio- 
visual nurse call. Pillow Speaker unit serves 
as two-way speaker microphone. Patient con- 
verses privately with nurse instead of speak- 
ing into a wall or ceiling speaker. Nurses 
handle more calls with less room trips. 


— Broadcaster Station W-E-L-L 


Your own private radio station lets you pro- 
duce T’'V and Radio programs tailored to your 
needs. A great patient morale booster, you 
can educate patients to your services, show 
reasons for hospital costs, develop religious 
programs and special material originated by 
hospital auxiliary personnel. 


Instant Voice Radio Paging 


Motorola/Dahlberg Selective voice paging lets 
you page key personnel instantly. Only the 
individual being paged receives the call. The 
tone signal alerts him, the voice message in- 
forms him. Brings a tremendous increase in 
internal communications efficiency. 


Closed- Circuit Television 


For bringing special religious TV programs to 
patients... to televise medical or nursing pro- 
cedures to students ... for virtually any en- 
tertainment or educational project, Motorola/ 
Dahlberg provides a closed-circuit TV system 
to your requirements. 


One source . . . one installation . . . one service responsibility 
AND NOW, you lease the entire MOTOROLA/DAHLBERG 
System with No Cash Outlay! 


HOSPITAL COMMUNICATIONS SYSTEMS nant 
Dahtberg, Inc. Golden Valley, 
Minneapolis 27, Minnesota OSPITAL 
Please send me complete 


information on your 


2s 


Communications Systems ity “STATE 
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personnel changes 


@ Maj. Gen. John F. Bohiender has been 
assigned commanding general of 
Brooke Army Medical Center, Fort 
Sam Houston, Tex. Since May 1958 
he had been commanding general 
of Fitzsimons General Hospital, 
Denver. 

General Bohlender will be suc- 


- ceeded at Fitzsimons by 8rig. Gen. 


Carl W. Tempel, presently chief of 
the professional division for the 
Office of the Army Surgeon Gen- 
eral, Washington, D.C. 


@ J. Barton Boyle has been appointed 
assistant director of University 
Hospital, Columbia, Mo. He is a 
graduate of the University of Chi- 
cago program in hospital adminis- 
tration and has been for the past 
two years an administrative assist- 
ant at University Hospitals of 
Cleveland. 


@ Louis E. Breglia has been promoted 
from assistant administrator to ad- 
ministrator of Vassar Brothers 
Hospital, Poughkeepsie, N.Y. He 
succeeds Ellison H. Capers, adminis- 
trator since 1945, who will become 
a member of the hospital’s board 
of trustees and serve as assistant 
to the president of the board. 

Mr. Breglia first came to Vassar 
Brothers Hospital in 1939 as credit 
manager and has served succes- 
sively as office manager, controller 
and assistant administrator. 

The position of assistant admin- 
istrator vacated by Mr. Breglia 
will be filled by James B. Clemens 
who holds a master’s degree in 
hospital administration from 
Northwestern University. His last 
hospital position was at Newing- 
ton (Conn.) Hospital for Crippled 
Children. 


@ Ellison H. Capers (see Breglia 
item). 


@ Rosemary Capusan has been ap- 
pointed assistant administrator of 
Woman’s Hospital, Detroit. A 
graduate of the University of Chi- 
cago program in hospital adminis- 
tration, Miss Capusan has com- 
pleted her administrative residency 
at Strong Memorial Hospital, 


- Rochester, N.Y. 
- @ James B. Clemens (see Breglia 


item). 
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@ Luther W. Goehring has been ap- 
pointed assistant administrator at 
Lutheran Hos- 
pital, Cleveland. 
He will fill the 
second assistant 
administrative 
position, 
created at the 
hospital after 
its expansion. 
Mr. Goehring 
has a master’s 
degree in hospi- 
tal administra- 
tion from the University of Minne- 
sota, Minneapolis, and served his 
residency at Stormont-Vail Hos- 
pital, Topeka, Kans. 


MR. GOEHRING 


@ ira H. Goldberg has been appointed 
executive director of Rest Haven 
Rehabilitation 
Hospital, Chi- 
cago. He was 
previously for 
seven years as- 
sistant director 
of Louis A. 
Weiss Memorial 
Hospital, also in 
Chicago. Mr. 
Goldberg is a 
graduate of the 
Northwestern 
University program in hospital ad- 
ministration. 


MR. GOLDBERG 


@ Ralph S. Metheny, M.D., (see Selse- 
nick item). 


@ F. Ross Porter, director of Duke 
Medical Center Foundation, Dur- 
ham, N.C., has 
resigned to ac- 
cept the posi- 
tion of hospital 
advisor with the 
International 
Cooperation 
Administration, 
Washington, 
D.C. His first 
assignment will 

MR. PORTER be in Bogota, 

Columbia. 

Mr. Porter served at the Duke 
University Medical Center for 30 
years, beginning as assistant super- 
intendent of Duke Hospital in 1930. 
He became superintendent in 1949, 


and director of the center in 1958. 
He was also professor of hospital 
administration and director of the 
Duke University program in hos- 
pital administration. Mr. Porter 
is a former president of the North 
Carolina Hospital Association 
(1951) and former vice president 
of the American Hospital Associa- 
tion (1952). 


@ John R. Reedy has been appointed 
administrator of Stone County 
Hospital, Wiggins, Miss. He was 
formerly business manager of For- 
rest County General Hospital, 
Hattiesburg, Miss. Mr. Reedy has 
replaced at the Wiggins hospital 
C. N. Steele, who resigned to accept 
the position of administrator of 
Geneva County Hospital, Geneva, 
Ala. 


@ John P. Richwagen has been ap- 
pointed assistant administrator of 
Beverly (Mass.) Hospital. A grad- 
uate of the State University of 
Iowa program in hospital admin- 
istration, Mr. Richwagen was for- 
merly assistant administrator of 
Mary Fletcher Hospital, Burling- 
ton Vt. 


@ Sydney Selsenick, M.D., has been 
appointed manager of Veterans 
Administration Hospital, Boston. 
For the past eight years he had 
been director of professional serv- 
ices at Veterans Administration 
Hospital, West Haven, Conn. At 
the Boston Hospital, Dr. Selsenick 
succeeds Ralph $. Metheny, M.D., who 
was appointed area medical di- 
rector for the Veterans Admin- 
istration at St. Paul. 


@ C. N. Steele (see Reedy item). 


@ James R. Stricker has been ap- 
pointed assistant administrator of 
City Memorial Hospital, Winston- 
Salem, N.C. He was formerly 
associate administrator at Lake 
County Memorial Hospital, Paines- 
ville, Ohio. Mr. Stricker is a grad- 
uate of the University of Chicago 
program in hospital administra- 
tion, and served his residency at 
Presbyterian-St. Luke’s Hospital 
in Chicago. 


@ Brig. Gen. Carl W. Tempe! (see 
Bohlender item). 
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BULK OXYGEN SYSTEMS 
(Liquid or Gas) 


Custom-engineered 
to meet the 
specific needs of 
your hospitai— 
large or small 


For Complete information 
without obligation—please 
write directly to the Company 
at Madison, Dept. H-10 


OCTOBER 16, 1960, VOL. 34 


= 


OXYGEN 


Serving the Medical Profession for Fifty Years...1910-1960 


Chemical 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO., MADISON 10, WISCONSIN 


Ohio Chemical Pacific Company, Berkeley 10, Calif. * Ohio Chemical Canada Limited, Toronto 2 
Airco international, New York 17 * Cia. Cubofic de Oxigeno, Hevanc 


All divisions or subsidiaries of Air Reduction Company, Incorporated) Qin 


Shp | 
— 
ee) 
Ly. 
| 
| 
95 


1 


Pe tla 


‘ 


| 


r 


4 


4 


EXTRACTOR. 
STEAM EXHAUST 
PLUS WARM-AIR 
_CONDITIONING 


LAUNDRY MACHINERY | 


Kasse of American Machine 
and Metals, Inc. 


T MOLINE, ILLINOIS 
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AIR STREAM 

OF BIFURCATOR® FAN 
EXHAUSTS EXCESS 
MOISTURE TO 
PRE-CONDITION LOAD 


All makes of washer-extractor com- 
binations use a final hot rinse to im- 
prove extraction. 


However, only the TROY wx Com- 
bination adds heat . . . exhausts steam 
and moisture during the shake-out 
cycle for superior extraction and 
actual pre-conditioning of the load. 


Every item comes out of a TROY Wx 
Combination just right for ironing or 
press department finishing. Pieces 
are easier to handle . . . floors stay 
dry! And, there’s no rush of steam 
when you open the door. 


Users of TRoY. wx Combinations 
report that the combined effect of the 
automatic trunion-type spray rinse 
and Bifurcator fan fluffing provides 
shorter cycles and automatic pre- 
conditioning of the load. 


Before you invest in any washer- 
extractor, study all the advantages of 
a TROY WX — automatically con- 
trolled wash-extract cycles; compact, 
space-saving design; “Carefree” auto- 
matic supply injection; divided stain- 
less steel cylinder for proper load 
balance; and traditional TROY rug- 
gedness. 


Write Dept. H-1060 for detailed 
bulletin. 


Divisions of American Machine and Metals, Inc. 


TROY LAUNDRY MACHINERY ¢ RIEHLE TESTING 
MACHINES ¢ DE BOTHEZAT FANS * TOLHURST 
CENTRIFUGALS ¢ FILTRATION ENGINEERS 
FILTRATION FABRICS * NIAGARA FILTERS @ 
UNITED STATES GAUGE ¢ RAHM INSTRUMENTS 
* LAMB ELECTRIC COMPANY * HUNTER SPRING 
COMPANY GLASER-STEERS CORPORATION 
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Key to future laundry development 


by GORDON T. BEATY 


UTLINING THE potential magni- 

tude of automation—even for 
the hospital laundry—would re- 
quire an analysis of the theories 
underlying automatic control; a 
discussion of its importance in 
business cycles and market fluctu- 
ations, and some indication of its 
effects on human relations. Space 
limitations prevent exploring these 
areas in this short paper, but the 
reader is left with the opportunity 
of pondering these applications of 
automation. 

What is automation? Arnold 
Tustin, professor of electrical en- 
gineering at the University of 
Birmingham, England, and a lead- 
er in the field of automatic control 
theory and technology, stresses the 
fact that there is a basic pattern 
underlying all automatic phenom- 
ena—namiely, feedback.! This may 
be more commonly referred to as 
interdependence, or cause and 
effect. 

An illustration is more worth- 
while than a deeper verbal dis- 
cussion of these concepts. In dis- 
cussions of this type, the household 
thermostat is usually cited as the 
most common example of auto- 
matic control. What happens dur- 
ing the operation of a thermostat? 
As the temperature in the room 


Gordon T. Beaty is assistant administra- 
tor, City of Hope Medical Center, Duarte, 
Calif 


This paper based on a presentation at 


the 1960 annual meeting of the American 
Hospital Association in San Francisco. 
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Automation in the hospital laun- 
dry is in its infancy, the author states, 
adding that automation must not be 
confused with mechanization. In this 
article, he discusses possible areas of 
the laundry to which automation could 
be feasibly applied and suggests that 
laundry managers begin to plan now 
for the hospital laundry of the future. 


drops, the thermostat is affected, 
causing activation of the heat 
source. As the heat flows into the 
room, the room temperature rises. 
Again, the thermostat is affected, 
eventually causing the production 
of heat to cease. Here is inter- 
dependence—one cannot function 
without the other being activated. 

How else could the heat be acti- 
vated? One of the more obvious 
methods would be attaching a 
timing mechanism to the heat 
source to produce heat at a preset 
time and allow it to continue for 
a predetermined length of time. 
If the fuel did not expire, heat 
would be produced until the timer 
turned off the heat-producing 
mechanism. In this process, there 
is no feedback; there is dependence, 
but no interdependence. This, then, 
would be mechanization—not au- 
tomation. 

To help differentiate and deline- 
ate automatic control, automation 
and mechanization, I would offer 
the following five propositions to 
serve as guideposts: 

1. Mechanization is the end re- 


sult of industrial revolution. 

2. Mechanization must exist for 
automation to exist (but this is 
not a reversible truth). 

3. The two prime goals of mech- 
anization are labor reduction and 
quantity production. The prime 
goal of automation is quality con- 
trol. 

4. Automation involves feedback 
—mechanization does not. 

5. Automation is the process’ of 
applying automatic controls to 
mechanization. 

With these guideposts estab- 
lished, we must now ask ourselves 
three vital questions: (1) Where 
are we today in laundry automa- 
tion? (2) Where can we go through 
future developments? (3) What 
will be the pinnacle of laundry 
automation? 


THE CURRENT SITUATION 


At present, hospital administra- 
tors and laundry managers are 
extremely interested in further 
mechanization, but they are neo- 
phytes in the vast field of auto- 
mation and they lack leadership. 
Surveying the laundry equipment 
available today, we find few ex- 
amples of automation. What ex- 
amples do we find? 

1. With formula charts coming 
more and more into use, an in- 
creasing number of washwheels 
are being equipped with auto- 
matic water controls, which means 
automatically controlled steam 
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values. Also, the number of auto- 


matic water level controls is in- 
creasing. 

2. Automatic ignition, automatic 
fire-sensing and sprinkler systems 
and automatic temperature con- 
trols are prevalent in the field of 
gas-fired and oil-fired precondi- 
tioners and tumblers. 

3. Some equipment is available 
for the steam-heated tumblers to 
signal the operator when the load 
is dry. 

4. At least one lint trap on the 
market has automatic compensa- 
tion for the accumulation of lint. 

Beyond these examples, I find 
no evidence of automation—cer- 
tainly no items that are available 
on the general market. 


FUTURE DIRECTIONS 


There are still areas of the 
laundry which are open to further 
mechanization. For example, some 
of us are old fashioned enough to 
continue to advocate overhead 
sorting and loading facilities. At 
the same time, we are concerned 
with the limited exploration of the 
field of conveyance systems, and 
particularly air conveyance. Pre- 
conditioning and tumbling can be 
more fully mechanized. In the 
area of automatic folding equip- 
ment, we still have need for more 
than one-dimension folding. The 
application of spreading mecha- 
nisms in institutional laundries -is 
still unexploited. 

On the other hand, further 
mechanization in the press depart- 


- ment is limited. We have machines 
. which reduce the number of lays, 


but it is doubtful that we will 
ever achieve a one-lay operation. 

The tremendous mechanization 
which has developed up to the 
present, and which we can antici- 
pate will develop in the future, 
has laid a solid foundation for the 
swift and steady growth of auto- 
mation. 

Up to this point, we have been 
primarily interested in labor re- 
duction and quantity production 
in our laundry development pro- 
grams. At this point, some may 
say, “But we have also been inter- 
ested in quality control.” My reply 
is that the interest is generally 
isolated and spasmodic. How often 
do we use the American Institute 
of Laundry test piece program? 
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How often do we titrate? How 
often do we analyze our formulas? 

If the answer to any one of 
these questions is less frequently 
than once every three or four 
months, then we could not really 
be interested in quality control. 
Yet, quality control is the key to 
linen conservation, which is a 
great expense if not properly han- 
dled. 

Manufacturers have the oppor- 
tunity of building quality control 
features into their future machines. 
This raises the final question of 
this discussion: What will be the 
pinnacle of laundry automation? 

In multi-operation automation, 
it is necessary to program the 
various steps. This facility is avail- 
able in our formula-control mech- 
anisms. This, plus the automatic 
water level and temperature con- 
trols already mentioned, places us 
at an ideal point to move forward. 
It is possible to design and build 
a washwheel in which the closing 
of the wheel door activates the 
formula chart. In fact, this device 
could be adapted to most machines 
now in use. This would allow 
laundry managers to begin the 
total operation with automation. 

Today, there are plans for an 
automatic supply metering system 
which will meter from a central 
storage area directly into the 
washwheels. This system will 
meter the chemicals as they are 
needed, at the time they are 
needed and only in the quantities 
specified. A prototype has been 
experimented with, so we know 
the theory is sound. This system 
will be in production shortly. This 
will be quality control; later, this 
system could be connected to other 
quality control mechanisms in the 
hospital laundry. 

It is now possible to build a pH 
control device into a washwheel. 
This could be connected to a cen- 
tral supply system for constant 
and accurate pH control. Presently 
the system could be used only for 
bleaching or souring, but current 
developments indicate that shortly 
laundry managers will be able to 
use the same system for auto- 
matic pH control during all stages 
of a cycle—sudsing, bleaching and 
souring. 

Some work has been done on 
building an automatic soil analyzer 


into the washwheel to analyze the 
degree of soil of the load. This is 
quality control, and it has some 
cost-saving potential. Automatic 
sorting and classification in pre- 
sort have considerable value. To- 
day, there are timers on extractors, 
but why not automatic “retention 
controls”? It is feasible to measure 
the amount of water retention 
while clothes are in centrifugation. 
Further development of “dryness 
signals” in tumblers is essential. 

The approach to automation 
taken in this paper is different 
from that generally taken by the 
laundry industry; however, one 
does not negate the other. There 
has long been a need to define 
clearly what is being talked about. 
Laundry managers have been mis- 
led long enough by manufacturers 
and by some writers, so a false 
conception of automation and au- 
tomatic control has been acquired. 
Therefore, there is a need to ana- 
lyze the entire automation picture. 


AUTOMATION AND IMAGINATION 


The more obvious areas for fu- 
ture automation have been men- 
tioned. Much careful thought and 
planning must go into future au- 
tomation in the hospital laundry. 
The people who can, and must, 
give the basic impetus and the 
most helpful thought and guidance 
to this program are those who are 
working daily in this great indus- 
try. They must use their imagina- 
tions to the full and urge equip- 
ment manufacturers to consider 
their thoughts and problems when 
designing truly automated—not 
merely mechanized—equipment. 

It is the responsibility of the 
laundry manager to think of the 
more subtle applications of auto- 
mation. Administrators, design en- 
gineers, and others who are asso- 
ciated with the laundry for only 
short, intermittent periods of time 
may miss these more subtle appli- 
cations. The items needed to fur- 
nish laundry automation are being 
used in other industries—they only 
need to be adapted. In the past, 
laundry managers have saved labor 
and increased quantity production. 
Now thev need quality control and 
are ready for complete laundry 
automation. 


1. Tustin, A. Automatic Control, New 
York, Simon & Schuster, Inc., 1955. 
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Kodak Blue Brand and Kodak Royal Blve—the 

fastest Kodak medical x-ray film available. 

Kodak people—the x-factor—are required. For | 
Kodak people designed and built the 
control them, test the product at each — 

its creation, and OK it for | 

release. And then, every 

single sheet is given a final 
critical inspection before it is 

packed and delivered to aoe 

_ inthe right condition for use. 


‘can depend 


Despite the millions invested in facilities and after 
the skills of many engineers and technicians have — 
performed their functions, a man tearing film by 
hand is still required to learn how 


EASTMAN KODAK COMPANY, Medical Division, 4, N.Y 


OCTOBER 16, 1960, VOL. 34 


é 
H 


HOSPITALS, J.A.H.A. 


Johnson Temperature & Air Conditioning Control Sets the Pace... 


| 
| 
| P 
~ 
f 
- ~ J , 4 
i a 
— 
ete” 


Assures Modern Climate Control 
with Lifetime Efficiency and Economy 


When you build or air condition, let Johnson help 
you get your money’s worth. With a specially 
planned Johnson Pneumatic Control System, you 
can provide the best possible thermal environment 
for patient care, as well as the most efficient working 
conditions for your staff. You will get a dependable, 
trouble-free system designed to assure the most 
economical operation of your air conditioning, heat- 
ing, and ventilating equipment for the life of your 
building. And, of course, pneumatically operated 
Johnson controls are completely safe, even in the 
most hazardous locations. 


What’s more, you get all this at a lifetime cost that 
can’t be matched! Pneumatic controls are simpler, 
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cost less to operate, require less supervision and 
upkeep, and will outlast anything else you can use. 


Wherever you go, you’ll find that the leading hos- 
pitals depend on Johnson Pneumatic Control. Why 
not ask your architect, consulting engineer, or local 
Johnson representative how the superior perform- 
ance and economy features of a Johnson System 
can be applied in your building? Johnson Service 
Company, Milwaukee 1, Wisconsin. 105 Direct 
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ATIENT care generally gets far- 

ther from the individual as an 
institution evolves from the home 
care of a sick person. 

The larger the organization, the 
more the individual patient be- 
comes a fraction of the total. This 
is not only true in the dietet- 
ics field, but also in nursing and 
medical care. Likewise, the more 
diversified the methods of ap- 
proaching the patient, the less di- 
rect interpersonal contact is es- 
tablished and maintained. 

In light of these premises, this 
article will attempt to discuss the 
realistic factors involved in this 
impersonal attitude as well as 
evaluate the patients’ emotional 
resources. Some suggestions for 
building good dietitian-patient re- 
lationships will also be offered. 

Organization demands depart- 
mentalization and efficiency. To 
focus on one facet tends to mini- 
mize the attention paid to other 
factors in the total organization. 
The goal of sound institutional ad- 
ministration must be the most good 
for the majority; therefore, the 
need for efficiency tends to ob- 
scure the individual. 

Any attempt to focus total or- 
ganization on the individual pa- 
tient tends to hinder the efficient 
functioning of the organization 
with the result that the majority 
may suffer. It is evident then that 
close contact with the patient can- 
not be part of the job requirement 
for every person in the hospital 
organization. Moreover, some per- 
sons function best when they are 
concerned with figures, machines, 
etc., and are not forced into close 
relationships with other people. 

However, a portion of the or- 
ganization must center on the pa- 
tient. This is a relatively inefficient 
part of the organization and differs 
from other departments, which 
can easily establish routines re- 


Edward C. Norman, M.D., is associate 
professor of clirical psychiatry, Tulane 
University, New Orleans. 


102 


* 


a + 
“¢ 
¥ 


KEEPING THE PATIENT 


IN FOCUS 


The author outlines the emotional 
and psychological needs of patients, 
particularly as they relate to food and 
eating, and describes how an effective 
dietitian-patient working relationship 
can help meet these needs. 


quiring a minimum of energy out- 
put, and placing little emotional 
stress on the individuals within 
them. Adequate, direct contact 
with a patient can seldom be rou- 
tine. Since each contact is differ- 
ent, flexibility and a great amount 
of energy are demanded of the 
individual. The understanding and 
emotional giving may put a strain 
on the individual’s reserve of em- 
pathy, warmth and love, which is 
never unlimited. 

For the administrator to accept 
and fit this relatively inefficient 
segment into the rest of a smooth- 
running organization is difficult. 
The natural competition among de- 
partments will tend to induce in 
this patient-oriented section a de- 
sire for streamlining, simplifying, 
reducing time and energy, and for 
moving the focus from the patient 
to the majority or institution. For 
the sake of economy and efficiency, 
the administrator will tend to do 
the same. It is here that at least 
one eye must be kept on the pa- 
tient. 

There must be some justification 


by EDWARD C. NORMAN, M.D. 


for the seemingly inefficient han- 
dling of this portion of the or- 
ganization. The importance of per- 
sonal contact has been clearly 
shown in the feeding of drugs to 
patients. Many studies have shown 
that approximately 30-40 per cent 
of patients improve when placebos 
are given. It would appear, there- 
fore, that the contact that the pa- 
tient has with the therapist and 
the institution is in itself a potent 
force. This is more true in relation 
to food, because feeding or eating 
has many related emotional] factors. 
Everyone has experienced the ef- 
fect of eating in an automat or 
cafeteria in comparison to being 
served by a pleasant person in a 
restaurant or in the warm, friend- 
ly atmosphere of the home. 


EMOTIONAL FACTORS IN EATING 


Much has been written concern- 
ing the equating of food with love 
and security, while the depriving 
of food has been used as a form of 
punishment throughout the world 
for many years. 

Emotional factors related to food 
and to the way it is presented 
make it evident that the patient 
must be carefully handled in order 
to obtain the optimum reaction to 
the food offered. 

Observe the behavior of the pa- 
tient at admission to the hospital. 
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The two major factors affecting 
him are his basic physical illness 
and his new environment. In most 
persons, physical illness brings 
about a regression in their methods 
of adapting to life. Since the ill 
person is less able to be independ- 
ent, his response to the dependency 
forced upon him is most impor- 
tant. He may view it as self- 
depreciating, embarrassing, and 
even frightening. He may attempt 
to avoid dependency with denial, 
anger or extreme independence. 
Dependency, on the other hand, 
may remove the individual’s initia- 
tive and he may collapse into a 
helpless, infant-like state. 

The patient feels physical dis- 
comfort and because of the fear of 
future physical discomfort he de- 
velops magical ideas about the 
results of his contact with the hos- 
pital and hospital personnel. This 
is an unrealistic desire on the part 
of the patient to be suddenly and 
magically relieved of all discom- 
forts. The patient is considerably 
fearful of finding himself in a new 
situation which he cannot ade- 
quately control. He may attempt 
to avoid this fear by withdrawing 
or by using some of his old ag- 
gressive methods to again bring 
the environment under his control. 
One thing is certain: the patient 
is physically ill, is in a regressed 
state, and is in a new environment 
in which he finds it difficult to be 
realistic about himself and those 
about him. 

The establishment of a satisfac- 
tory working relationship between 
dietitian and patient requires some 
alteration or adjustment in the 
patient’s behavioral habits. Flexi- 
bility, motivation and an expendi- 
ture of energy are required to 
alter the patient’s pattern of be- 
havior. The patient is in poor 
condition to do this. He has left 
his usual environment and en- 
tered the hospital with rules, reg- 
ulations and organization to which 
he is not accustomed. 

The patient is expected to con- 
form to the organization. In many 
larger hospitals, he is given a 
pamphlet listing the rules and 
regulations of the hospital, or pos- 
sibly verbal instructions when he 
is admitted. Occasionally, and un- 
fortunately, the patient is told 
nothing about the hospital rules 
and regulations. He must learn by 
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bitter experienced that he is ex- 
pected to fit into the functioning, 
well organized machinery of the 
hospital. 

In the majority of cases this is 
impossible for the patient or it is 
accomplished with difficulty. Flex- 
ibility in new environments is not 
present in every individual and is 
greatly reduced in persons in a 
weakened physical condition or 
those beset with many fears. 


CHANGES IN PATIENT’S BEHAVIOR 
Another difficulty in the pa- 


tient’s attempt to adjust to hos- 
pital routine is his basic, rigid 
patterns of behavior. These may be 
individual neurotic patterns which 
have been developed because of 
the individual’s underlying prob- 
lems or they may be the normal 
patterns of behavior of the culture 
in which the patient has lived. Al- 
though some of the patient’s be- 
havior concerning food and eating 
may have been learned inciden- 
tally in the course of growing up; 
more frequently it is part of a 
carefully taught pattern stemming 
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Entries easy to make... data easy to find 
...meet the recommendations of accred- 
iting agencies . . . books available for many 
departments ... require little space for 
storing . . . furnished in various sizes .. . 
available in bound-book or loose-leaf style 
economically priced . . . prompt deliv- 
ery — available from stock. 


We can also print your own special books to your specifications. 
Submit sample or rough draft for quotation. 


Physicians’ Record Company 


3000 S. Ridgeland Avenue 


° Berwyn, Illinois 


103 


han 
| J | 
MO 
| 
_ Te 
x, 
wot 
= 
| 
| 


4 
4 


from the social or religious struc- 


- ture of the individual’s earlier en- 


vironment. Where basic cultural 
patterns are concerned, flexibility 
and altered behavior on the part 
of the patient are seldom seen. 

The patient’s adaptability de- 
pends mainly upon alterations in 
his physical condition. For exam- 
ple, these may occur from day 
to day as his physical condition 
changes. After the patient regains 
consciousness or as he recovers 
from a surgical procedure, he is 
better able to make an attempt to 
conform. As pain is reduced and 
strength increases, adjustment is 
improved, but only to the extent 
that adjustment was reduced by 
the patient’s illness. 

In the relationship between di- 
etitian and patient, one must also 
consider the dietitian’s behavioral 
pattern. Here there may be inflex- 
ibility on the part of the dietitian 
due to neurotic patterns, rigid cul- 
tural patterns or to the demands 
of her profession and the individual 
hospital. Keeping the food service 
organization running smoothly de- 
mands a somewhat rigid, habitual 
way of handling the job. When we 
consider the question of who must 
adjust to whom in order to estab- 
lish a working relationship, it is 
obvious that the patient is much 
less able to take the necessary 
steps of adjustment than is the 
dietitian. This means that in the 
dietitian’s learned pattern of be- 
havior in her profession there must 
be a place left for adjusting her- 
self to those whom she will con- 
tact in her daily routine. In view 
of the differences in individual 
personalities, this is something 
that only a few can do with rela- 
tive ease, but it can be learned 
by many as part of professional 
growth. 


WORKING WITH PATIENTS 


The way that the dietitian-pa- 
tient relationship is handled should 
be carefully considered. The pa- 
tient has entered the hospital in 
a regressed and dependent state 
because of his illness and his fears. 
Therefore, any dealings with the 
patient must be based on a parent- 
child adjustment. When it comes 
to eating and feeding, the parent- 
child relationship becomes even 
more clarified. The security and 
love which are equated with food 
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can help to reassure the patient. 
Likewise, the potential punishment 
related to deprivation of food can 
add to the patient’s pain caused 
by various hospital procedures or 
isolation from loved ones. 

When the dietitian is attempting 
to deal with the patient as if he 
were a child, she must realize that 
children of various ages require 
different treatment. The flexibility 
of the dietitian is most important 
for evaluating the dependent or 
child-like behavior of the patient 
and adjusting herself to the needs 
of the moment. As with infants, it 
is necessary to be firm and definite, 
whereas, the young child needs 
direction and demands a certain 
type of conformity. It is only when 
the behavior of a patient is com- 
parable to an older child that sug- 
gestions can be made and initiative 
expected from the patient. Na- 
turally, if the patient is respond- 
ing in a mature fashion, the de- 
mands on the dietitian are greatly 
reduced because the patient is 
capable of adjusting himself to 
the routine and demands of the 
hospital. 

Multiple problems may arise in 
the dietitian-patient working re- 
lationship and certainly they can 
only be adequately discussed by 
individual case. Generally one 
finds that the wants of the patient 
and his needs are not always the 
same. The patient’s demands of 
the moment are for immediate 
magical changes and do not con- 
sider his general welfare or his 
future. The ability of the dietitian 
to be firm and realistic in the face 


of the patient’s illogical behavior 
may place great strain on their 
relationship. The fears of the pa- 
tient may bring about his with- 
drawal and his desire for isolation. 
When the patient attempts to allay 
his fears with rage or with an 
aggressive, demanding behavior, 
the dietitian can aid herself by 
realizing how this illogical be- 
havior is similar to that of a small 
child. The stubborn behavior so 
frequently seen and so difficult to 
handle approximates the opposi- 
tional behavior of a small child 
who is attempting to express his 
individuality in the face of the 
constant agressive demands of his 
environment. 

As justified as this patient con- 
tact is, there seems to be no place 
in many efficient, smoothly run- 
ning hospitals for activity as ap- 
parently inefficient as talking to 
patients. Most dietetic internships 
do not allow enough time for 
learning how to deal with patients. 
The eye that is kept on the patient 
is usually focused on his chemical 
or physiological needs. 

The administrator of a modern 
hospital must be flexible enough 
to fit this patient-oriented facet of 
dietary operation into the efficient 
organization. Moreover, the psy- 
chological needs of the patient 
must be emphasized in all patient- 
oriented sections of the organi- 
zation and those who are best 
equipped should be encouraged to 
do so. This will lead to increased 
personal attention to the patient 
and will result in more efficient 
hospital care. . 


NOTES AND COMMENT 


Hospital lists casserole, 


Casserole and salad favorites 
with patients at Baptist Memorial 
Hospital, Memphis, Tenn., include 
eggplant casserole, tuna-rice cas- 
serole, and molded cucumber- 
grapefuit salad, reports Roberta 
Foster, the hospital’s chief dieti- 
tian. Miss Foster has included these 
menu items on her set of winter 
cycle menus, beginning on page 109. 

Here are the recipes for the 
menu items. 


EGGPLANT CASSEROLE 
(50 servings) 


2% gal. diced eggplant 


salad favorites 


1 pt. chopped green peppers 
1 pt. chopped celery 


1% qts. chopped onions 
1 No. 10 can tomatoes 
1 Ib. grated cheese 
2% tbsp. salt 
1 tsp. black pepper 
1 qt. bread crumbs 
1 Ib. margarine 


1. Steam eggplant until tender. 

2. Sauté green pepper, celery 
and onions in % Ib. margarine. 

3. Melt remaining margarine and 
add to bread crumbs. 

4. Combine ingredients, except 
buttered bread crumbs, and pour 
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Naturally nutritious oatmeal 
is high in protein... 
high in thiamine 
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QUAKER 
OATS MOTHERS 


Oatmeal is an ideal food for hospitalized patients, pro- 
viding more protein than any other whole-grain cereal. 
Oatmeal with milk contributes substantially to the dietary 
allowances recommended for thiamine, riboflavin, niacin 
and iron. Rich in phosphorus, low in sodium, it is unsur- 
passed in dietary usefulness. 

Oatmeal is easy to prepare . . . and economical to serve. 
It’s high in nourishment . . . low in calories, even with milk. 

Two ounces of Quaker Oats provide the following percentages of 
M.D.R.: thiamine (vitamin B,) 33%, phosphorus 33%, and iron 22%. 


One ounce provides 110 calories, and 16.7% protein, 6.9% fat, 62.4% 
carbohydrates, and 1.5% of roughage (crude fiber). 


For additional information write: Medical Service Dept. 


The Quaker Oats Company 


CHICAGO 64, ILLINOIS 
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#4, 
and Mother’s Oats 
are the same 
fine product. 
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into 2 baking pans (12 x 20 
inches). 
5. Cover with buttered crumbs. 
6. Bake in 375° F. oven approxi- 
mately 30 minutes. 


TUNA-RICE CASSEROLE 
{150 servings) 
16, 8 oz. cans mushrooms (stems and 
pieces ) 
5 doz. chopped green peppers 
4 libs. margarine 
4, 51 oz. cans tomato soup 


\% ec. Worcestershire sauce 
4 gal. cooked rice 
10 lb. grated cheese 


1. Sauté green peppers and 
onions in margarine until tender. 
2. Combine remaining ingredi- 
ents and pour into 6 steam table 


pans (12 x 20 inches). 


3. Sprinkle grated cheese over 


each pan and brown in 350° F. 
oven for 20-25 minutes. 


MOLDED CUCUMBER-GRAPEFRUIT SALAD 
(120 servings) 
4,1% lib. boxes lime gelatin 
3% gal. hot water 
8, No. 404 cans grapefruit sections 
2 gal. diced cucumbers 
1 gal. diced celery 
1, No. 2% can diced pimiento 
2 «. lemon juice 


1. Dissolve gelatin in hot water. 

2. Combine remaining ingredi- 
ents and add to gelatin. 

3. Pour into 4 steam table pans 
(12 x 20 inches). 

4. Cut 30 portions per pan. 8 


Recently published booklet 
covers kitchen ventilation 
Food service directors who are 


contemplating a remodeling pro- 
gram for their kitchen or may be 


constructing a new dietary facility 
will be particularly interested in 
the recently published booklet, 
Commercial Kitchen Ventilation. 

The 25-page illustrated booklet 
covers the requirements for an ef- 
fective ventilation system in the 
commercial kitchen, the design 
fundamentals for component parts 
of the system, and the effect of 
cooking appliances and exhaust 
systems on air-conditioned areas. 

One of the pertinent facts re- 
ported in the booklet is that the 
type of fuel used in the cooking 
appliances has no bearing on the 
design of the ventilation or on the 
size and operating cost of the air- 
conditioning equipment. 

Copies of the booklet may be 
purchased at 50 cents per copy 
from the Order Department, Amer- 
ican Gas Association, 420 Lexing- 
ton Ave., New York 17, N.Y. 


Winter Cycle Menu 
for the South-Southwest 


21-pay selective winter cy- 
cle menu and market orders 
for perishables are designed for 
hospitals in the South-Southwest. 
These menus, which can be used 
during December, January and 
February, feature foods popular in 
the South and Southwest. 

The menus in this issue are the 
second in a four-part series of 
winter cycle menus published in 
this Journal. Winter cycle menus 
for the Midwest were included in 
the October 1 issue of this Journal. 
The winter menus for hospitals in 
the East and North-Northwest will 
be published in the November 1 
and 16 issues, respectively. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. A moderate to 
low cost food budget was used. 

This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered for breakfast. 

Since one of the choices offered 
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is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the 
full and soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 


The fall cycle menus, published in 
the July and August issues of this 
Journal, may be used during October. 
The Midwest and South-Southwest cy- 
cle menus were included in the July 
1 and 16 issues, respectively. The 
August 1 and 16 issues featured fall 
menus for the East and North-North- 
west, respectively. 


be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served to patients on sodium or 
fat restrictive diets. When fruits 
are included on the dessert menu, 
the dietitian will omit sugar or 


substitute the water-packed vari- 
ety for the diabetics. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry and fresh and frozen 
fruits and vegetables that a 50- 
bed hospital will need to produce 
the menu. The amounts are com- 
puted on the basis of serving 100 
patient and personnel meals at 
breakfast, 125 at noon and 100 at 
night. By using a multiple of 50, 
larger hospitals can easily arrive 
at their market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. 

The standard is available upon 
request from the American Hospi- 
tal Association, 840 North Lake 
Shore Drive, Chicago 11, III. 
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So many good things on your menu 
; start with Sexton Soup Bases 


Sexton Soup Bases help to build a 
reputation for a wide variety of 
tasty dishes. More flavorful soups, 
saucier sauces, delectable-without- 
fail gravies can be had with Sexton 
Soup Bases. Many menu planning 
problems can. be solved by using 
Sexton Soup Bases. 


flavored soups, delicious meat loaf 


: 


$33 
treads 


SOUP BASE whenever you want 


JOHN SEXTON 4 CO. 


Serving the volume feeding market since 1883 


~ 


| 
A 
START WITH SEXTON CHICKEN 
- SOUP BASE to enrich the chicken 
flaver in a la kings, casseroles or pot 
pies or to add body and zest to soups, 
sauces and salads. Economical and 
easy to vse. 
START WITH SEXTON BEEF 
SOUP BASE to turn out hearty beef- 
recipe you'd like to “beef up.” 
* 
START WITH SEXTON HAM 
distinctive ham flavor. Especially good 
Sak in lima beans or Boston baked beans. 
2 ~— 2 : Try it also with green pea soups, ham 
loaf or croqvettes, savces and grevies. 
— Economical .. . and so easy to serve. 
(0) 


for better service... 
for lasting beauty 


furniture of 
advance design 


for the training 


La 

4 
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7 Send for catalog and prices on the complete line of Brunswick 
aa Furniture of Advanced Design—Seating- Tables+ Cabinets - Desks. 
ef Address your inquiry to: 
The Brunswick-Balke Collender 
Furniture Division 623 South Wabash Ave. e Chicago 5 


Libbey 

Safedge 
Guaranteed! 


More than 30 years ago, Libbey perfected a unique 
fire process for safeguarding the rims of its fine 
glassware. 


To prove that this now-famous “Safedge” was 
as good as claimed, Libbey backed it with the 
most dramatic guarantee in glass history: 


“If any Safedge® glassware becomes chipped on 
the rim from any cause whatsoever, it will be 
replaced free of cost.” 


This offer, of course, still stands! 


Durability is but one of the many reasons why 
Libbey Safedge glassware continues to be the 
choice of institutions across the country. The wide 
selection of patterns, full range of sizes, colorful 
cresting, immediate availability from one reliable 
source —all add up to why Libbey is your best buy. 


For full information on how this durable and 
attractive glassware can serve your needs, see your 
Libbey Supply Dealer, or write Libbey Glass, 
Division of Owens-Illinois, Toledo 1, Ohio. 


GENERAL OFFICES + TOLEDO 1, OHIO 


LIBBEY SAFEDGE GLASSWARE 
AN @ PRODUCT 
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PLEASE CUT ALONG THIS LINE 


Ist WEEK SOUTH-SOUTHWEST SELECTIVE WINTER CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


—prepared by Roberta Foster, chief dietitian, 
Baptist Memorial Hospital, Memphis, Tenn. 


breakfast noon night 
Bananas (F) French-Onion soup (F) Cream of Pea Soup 
or Pineapple Roast Beef with Gravy or Broiled Chicken Livers (FS) | Hamburger Steak mt Chopped Onions (FS) er Breaded Veal Cutlet 
Juice (S) Mashed Potatoes (FS) and Corn Muffins | Hot statoes ( 
Oatmeal Buttered Frozen Mixed ees or Buttered Asparagus Spears (FS) Escalloped wehaby or Buttered -— (FS) 
or Assorted Dry Tossed Greens Salad with 1000 Island Dressing Head Lettuce a with Roquefort Dressing 
Cereal or Apple-Date Salad = = nese or Spiced Peach Salad with Mayonnaise 
Crisp Bacon tin Cu Whipped Cream Floating Island (FS) er Purple Plums in Syrup 
Hot Biscuit—Jelly or Royal Anne Cherries ie in Syrup (FS) 


Nectarized Prunes 


Consomme 
or Frozen Orange Broiled Chicken (FS) or Barbecued Spareribs 


Cream of Celery ro: 
Smothered Steak (FS) er Baked Ham 
Lyonnaise Potatoes or Buttered Rice (FS) 


Juice (FS) O’Brien Potatoes (FS) and Hot Rolls 
Buttered Broccoli or Parsieyed Buttered Carrots (FS) Buttered Corn or Buttered Peas (FS 
or Assorted Tomato Salad or Molded Ginger Ale Salad with naise er. Apple Salad or Pineapple Ring Salad with Mayonnaise 
Cereal Fruit Cup (FS) or Nectarines in Syrup Apricot Pie (F) or Pear Halves in Syrep (S) 
Poached E 
Crisp Bacon 
Hot Biscuit—Preserves 
Applesauce (F) Cream of Tomato Soup Chicken-Rice Sou 
or Grapefruit Broiled Canadian Bacon or Roast Leg of Lamb (FS) Veal Scallopini a) or Hot Deviled Eggs with Cheese Sauce on Rusk (S) 
Juice (S) Parsleyed Buttered Potatoes (FS) and Cornsticks Baked Potato ( 
eal Buttered Green Beans or Escalloped Squash (FS) Buttered Cauliflower or Buttered Green Asparagus Tips os), 
or Assorted Dry Combination Salad with French ano Assorted Relishes on Lettuce (celery and carrot sticks—mixed 
Cereal or Banana-Crumb Salad with Honey-Peanut Butter Dressing pickles) or Mixed Fruit Salad 
Somes Egg— Chocolate Sundae (FS) or Orange Sections Peach Melba (FS) or Gelatin 
n usage 
Blueberry Muffins 
Kadota Figs Cream of Potato Soup Beef Julienne Soup 
er Tomato Juice (FS) Roast Turkey with Sei vs or Beef Pot Pie Broiled Loin Pork C ae Ring (F) 
Rolled Wheat Cerea Buttered Crumb Noodles (FS or Cream Chipped ts) 
or Assort Frozen Lima Beans (F) or Beets in Orange Sauce (S) Buttered Potatoes (FS) 
Dry Cereal Head Lettuce Salad with Russian Dressing Mexican Corn or Suttored Peas ‘, 
Scrambled Egg— or Blush Pear Salad with Mayonnaise Waldorf Salad or Chef Salad wi 
Crisp Bacon Burnt Sugar Cake (FS) or Fruit Cocktail Coconut Meringue Pudding (F) or Bing aol in Et. (S) 


sp 
Hot Biscuit—Preserves 


friday | thursday | wednesday | tuesday | monday 


Cream of Asparagu 


Gra ruit Half 
ay Roast Prime Ribs-o of 


s Sou 
Au Jus (rs) 


a (S) or Salmon Croquettes with Chili Sauce 
meal Whipped Potatoes (FS) 
or Assorted Buttered Okra or rene Carrots (FS) 
Dry Cereal Greens Salad with 1 Dressing 
ed Egg— or Cranberry Relish Salad with Mayonnaise 
Crisp Bacon « Cherry Ice Cream (FS) or Whole Peeled 


Bran Muffins—Jelly 


Apricots in Syrup 


Cream of Mushroom 

Fried Perch with Tartar Sauce (F) or Baked Meat Loaf (S)-Gravy 
Creamed Potatoes (FS) 

Tomatoes (F) or Beans (S) 

Slaw er Fruit for Salad with Mayo 

Fruit Bars (F) or Green Gage Plums in in ; = (S) 


Stewed Fruit Cream of Chicken Soup Vegetable Sou P 
Compete 7) Roast Loin of Pork (FD or Creamed Turkey with Mushrooms on Rusk (S) Braised Beef Cubes or Broiled Liver (FS) 
ngerine Paprika Buttered +. ys FS) and Cornsticks Au Gratin Potatoes (FS) 
Juice (S) Eggplant Casserole ( uttered Tiny Peas (S) Buttered Whole Onions or Buttered Asparagus Spears (FS) 
arina Citrus Pinwheel Sala with French Dressing Peach-Cottage Cheese Salad with Mayonnaise 
or Assorted Dry or Head Lettuce Salad with Mayonnaise or Pickled Beet Salad with French Dressing 
Cereal Apple Cake Pudding with Lemon Sauce (F) or Pear Halves in Syrup (S) Lemon Delight (FS) or Banana 
Scrambled Egg— | 
Crisp Bacon é 
Hot Biscuit— 
Preserves 
Frozen Strawberries (F) | Bouillon Fruit Punch 
or Frozen Orange Fried Chicken (F) or Broiled Loin Lamb Chops (S) Baked Ham (F) or Macaroni and Cheese (S) 
Juice (S) Buttered Rice (FS) and Hot Rolls Oven Browned Potatoes (F) 
eal Squash with Onions or Buttered Whole Beets (FS) Frozen Blackeyed Peas (F) or Buttered Spinach (S) 
or Assorted Molded a bee on Salad with Mayonnaise or Stuffed Celery Salad Sliced Tomato Salad with French Dressing 
Cereal Vanilla ice eam (FS) or Pinea Chunks in Syrup or Spiced Pear Salad with Mayonnaise 
Scrambled Egg— Pound Cake (FS) or Emperor Grapes 
Crisp Bacon 
Cinnamon-Raisin 
Toast—Jelly 


(F}—Full Diet Diet 


(FS)}—Full and Soft Diet 


Bread, butter and a choice of beverages are to be included with each meal. 


Ist week market order for perishables (per 50 beds) 


item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings 
BEEF POULTRY Watercress Bunch 1% doz. 
setvpad Des Beef, Dried U.S. Good 1 Ib. Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 90 Ibs. 
Grou U. S. Good, 5 Ib. pkg. 20 Ibs. Fryers (Eviscerated) Grade A, 2% Ib. av. 112 Ibs. PROZEN PRUITS 
Liver S$ 15 Ibs. Livers, Chicken 1 Ib. pkg. 20 Ibs. 80 | Apples Sliced, 8 Ib. can, 
Roast, Sirloin (B.R.T.) s. ‘Choice 40 Ibs. 5-1 — 24 Ibs. 
Round (Bottom) U. S. Standard 20 ibs. 60 FRESH FRUITS Apricots Halves, 8 Ib. can, 
U. 15 ibs. 60 5-1 sugar 16 Ibs. 
Jonathan, 113s 1 box Grapefruit Sections Fresh, chilled, gallon gal. 
LAMB Bananas Ri 35 Ibs. Orange Juice Con., 32 oz. can 6 cans 
; Grapefruit Seediess, 70s 1 box Orange Sections Fresh, chilled, gallon 2 gal. 
6 oz. each 8 ibs. 20 | Lemons 1 doz. Sections Fresh, chilled, gallon 1 gal. 
Leg (B.R.T.) U. S. Choice, yearling 27 Ibs. 80 | Oranges 176s 1 box Strawberries Sliced, 8 Ib. can, 
5-1 sugar 8 Ibs. 
5 Ibs. FROZEN VEGETABLES 
’ Cabbage Bag 25 Ibs. 
Bacon (Sliced) 24-26-1 Ib. 24 Ibs. Aspa 
Chops, Loin Grade A,4oz.each ibs. 60 Beans, cuts, 24 ibs 
Ham (Pullman) Ready-to-eat 27 Ibs. Celery White % doz. Beans, Lima Small, green, 
Loin (Boneless) Grade A, 10-12 Ibs. 27 Ibs. 80 | Eogniant 8 only 2% Ib. pkg. 15 ibs. 90 
Sausage Links 12-1 Ib. 10 Ibs. Endive Cu 1% doz. Broccoli Stems and buds 
Spareribs Grade A, 3-1 Ib. 20 Ibs. 40 | Lettuce Head, 1 crate 2% Ib. pkg. Ibs. 
Onions, Dry Yellow, bag 50 Ibs. Cauliflower Buds, 2% ib. pkg 2% ibs. 15 
Onions, White Boilers 3 Ibs. Peas 22% ibs. 138 
Cutlets U. S. Good, 40z. each 5 ibs. 20 | 
’ Parsley Bunch 1 doz. Peas, Black-eyed 2% Ib. p 10 Ibs. 60 
Shoulder (Bonsless) U. S. Good 20 Ibs. 60 | potatoes, White No. 1 400 Ibs. Spinach A 
Radishes Bunch 1 doz. 2% Ib. pkg. 12% ibs. 75 
FISH Romaine 1% doz. Squash, Wi 3 Ib. pkg. 27 Ibs. 108 
Perch (Ocean) Fillets, 4 oz. each 15 Ibs. 60 | Tomatoes Repacked (5x6) 1 lug (30 Ibs.) | Vegetables, Mixed 2% ib. pkg. 2% ibs. 15 
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2nd WEEK SOUTH-SOUTHWEST SELECTIVE WINTER CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


—prepared by Roberta Foster, chief dietitian, 
Baptist Memorial Hospital, Memphis, Tenn. 


Link Sau 
Hot Biscuit—Jam 


breakfast noon night 
Canned Citrus Cream of Celery Soup Beef-Noodie Soup 
Sections (F) Roast Turkey with Srevy—Seensien (FS) coenty Fried Steak (F) or Eggs a la Goldenrod on Rusk (S) 
or Prune Juice (S) or Spaghetti with Meat Sauce She Parmecee Chosee Baked Potate (F) 
Farina Buttered Diced Potatoes (FS) and toe Bread Buttered Lima Beans or yy us Maperegee Spears (FS) 
or Assorted Dry Buttered Brussels Sprouts or Buttered Tiny Peas (FS) Carrot Curls-Olives-Pickles on L 
Cereal Mixed Greens Salad with Roquefort Dressing or Pear-Cottage Cheese Saled with with Mayonnaise 
Poached Egg— f ony Salad with Mayonnaise Cherry Cobbler (F) or Nectarines in Syrup (S) 
risp Fruit Cu p (peach, banana, serchmaitow) (FS) or Boiled Custard 
Hot Biscuit—Preserves 
Kadota Figs Cream of Pea Soup ery Apple Juice 
or Grapefruit Broiled Loin Pork Chop with Applesauce (F) Roast Beef with oro (FS) or Chicken Souffle 
Juice (FS) or Baked Chicken Livers with Sweetbreads (S) Whipped Potatoes (F 
| Creamed Potatoes (FS) and Corn Muffins Buttered Frozen Ai Vegetables or Buttered Spinach (FS) 
or Assorted Dry Frozen Greens with Turnips (F) or Buttered Sliced Same (S) Head Lettuce Salad with 1 island D a 
Cereal Molded Cranberry Salad with Mayonnaise or Cole Slaw or Hare Fruit Salad with | ha we a essing. 
Sesomnstes Cup Cake (FS) or Royal Anne Cherries in Syrup Date Pudding (F) or Whole Peeled Apricots in Syrup (S) 
usage 
Biscui 
Bana Chicken-Rice po Cream of Mushroom Soup 
Fr Roast vow A CM! of Lamb Au ae in S). or Broiled Ham Steak ( Breaded Veal Cutlet with (F) or Welsh Rarebit on Toast (S) 
Juice (FS) Crushed Pineapple (F) or Baked Potato (S) | Parsleyed Buttered Potatoes ( 
Wheat Cer Hot Not ols Broccoli Spears (F) or Buttered Sliced Beets why 
or Assorted Buttered Whole Okra or Buttered Cut Green Beans (FS) Celery Hearts and Olives on Lettuce or Waldorf Salad 
Cereal Stuffed Prune Salad or Tomato Salad with Russian ng ruited Gelatin with Whipped Cream (FS) or Gre en Gage Plums in Syrup 
——- Egg— Chocolate Chip Ice Cream (FS) or Sliced Peaches in Syrup 
sp n 
Bran Muffins—Jelly 
Grapefruit Half (F) Blended Citrus Juice Consomme 
or Heony Hamburger on Bun with Mustard gad Pickles (F) Roast Prime me & Au Jus eC) or Chop Suey on Rice with Chinese Noodles 
Juice (S) or Roast omy with Gravy Oven Browned Pota 
| Potatoes (S) and Corn Mexican Corn or with Eegs 
or Assorted Dry Escalio a FS) or Black-Eyed Peas Head Lettuce Salad with Sunset Salad 
Cereal Sliced Tomato Salad with Mayonnaise or Fruit for Salad Butterscotch Pudding with Whipped Cream $) or Bing Cherries 
ed Egg— Pineapple-Graham Cracker Pudding (F) or Pear Halves in Syrup (S) 
Crisp Bacon 
Hot Biscuit—Jelly 
Tangerine Juice (S) Cream of d Juice 
or Braised F) or Fish (S) Casserole (FS) or Baked Ham 
Apricots (F) Au Gratin Po Petotons ¢ S) and Cornsticks Parsleyed Buttered Potatoes 
ri Stewed Tomatoes or Buttered aw pod — Beans (FS) Buttered Whole Onions or Buttered Peas (FS) 
or Assorted Dry Health Salad or Mixed Fruit Salad with cae age Green Salad Bow! with 1000 Island Dressing 
® eal French Vanilla ice Cream (FS) or Fruit lin Syrup or Citrus-A Salad with French Dressi orn | 
rombtes Devil's Food Cake with White Icing (F) or Baked Peeled Apple (S) 
sp Bacon 
Raisin Toast—Jelly 
Breakfast Chicken-Noodle Soup Cream of Asparagus Soup 
or ss Tad (FS) | Stuffed Baked Pork Chop ( -” Creamed Chipped Beef (S) Roast Crown Lamb (S) or Beef Stew with Garden Vegetables (F) 
eal Mashed Nang (FS) and Buttered Crumb Noodles (S) 
or Assorted Dry Harvard Beets (FS) or Buttered Frozen Mixed Vegetables Baked Acorn Squash (FS) or Buttered Green Beans 
Cereal Head Lettuce Salad with French Dressing Cottage Cheese Salad with French Dressing or Mixed Fruit Salad 
Poached Egg— or Banana-Pineapple Salad with Fruit Dressing 


Sugar Cookies or Rainbow Gelatin Cubes (FS) 


Tapioca with Mandarin Orange Garnish ( 
or Sliced Peaches and Pears in Syrup ©) 


Frozen Peaches 
or Frozen Orange- 


Cream of Tomato 
Buiter Minute or Broiled Chicken (S) 
Aspa 


Roast Leg ot Veo Veal & or Broiled Canadian Bacon 


_y Buttered Potatoes (FS) and Hot Rolls O’Brien 
Juice (FS) ragu us Casserole (FS) or Parsieyed Buttered Carrots Buttered a or Buttered Spinach (FS) 
Wheat Spiced Pe ear-Celery Stick-Ripe Olive ~y4 a ee Salad with Russian Dressing 
or Assorted Dry bination Salad with ided Cucumber- Salad with Mayonnaise 
mi cores Strawberry Sundae (F) or Royal Anne Cherries n Syrup (S) iced Angel F Food Cake or Peeled Apricot Halves in Syrup (FS) 
am Egg— 
Crisp 
Sweet Roll 
(F}—Full Diet (S)}—Soft Diet (FS)}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
item, Specifications, Amounts & Ne. of Servings | Item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings 
= 
F BEEF POULTRY Squash, Acorn 30 Ibs. 
Chipped Beef, Dried U. S. Good 1 Ib. Fowl (Eviscerated) Grade A, 5 Ib. av. 20 Ibs. Tomatoes 
© | Ground Beef U. S. Good, 5 Ib. pkg. 35 Ibs. Turkeys (Eviscerated) Grade A , 20-24 | b. a. 60 Ibs. Watercress 
“ | Roast, Sirloin (B.R.T.) U. S. Choice 40 Ibs. 120 | Fryers (Ev iscerated) Grade A, 2% 2% 24 Ibs. 
Steaks, Minute U. S. Choice, Livers, Chicken 1 Ib. pkg. 3 Ibs. FROZEN FRUITS 
S 4 oz. each 25 Ibs. 100 Cherries 5-1 sugar, pitted 
A n, 1138 box. pies Con., 32 oz. can 3 cans 
ew . S. Good pples Jonatha a neapple 
Fresh 5 Ibs. Avocado Ripe % doz. nge- 32 oz. 1 can 
Bananas Ripe 40 Ibs. Sliced, 8 ib. can, 
LAMB Cherries, Bing 5 Ibs. 5-1 sugar 8 Ibs. 
U.S. Choice, yearling 7 lbs. 20 | Grepes box Strawberries Sliced, 8 Ib. can, 
Grapes 
U.S: Good 7 Ibs. 20 | Lemons 1 doz. 
, PORK Cuts, 2% Ib. pkg. 15 ibs. 90 
Bacon, Canadian 2 Ibs. FRESH VEGETABLES r Spears, 2% ib. pkg. _10 ibs. 
Bacon oaee. 24-26-1 Ib 18 Ibs. Cabbage 10 Ibs. Beans, Green Cuts, 2% ib. pkg. i” ibs. 105 
Chops, Loi Grade A,40z; each 50 Ibs. 200 | Carrots Topped 20 ibs. ns, Green Julienne, 2% Ib. 15 ibs. 90 
s Ham (Pullman Ready-to-eat 40 ibs. 120 | | Pascal, 30s doz. Beans, Lima Small, green. 
Sausage _ Lean 10 Ibs. Celery White doz. 2% | 2% ibs. 15 
‘ ks 12-1 tb. 10 Ibs. Cucumbers doz. Broccoli Stems and buds 
Endive Curl doz. 2% Ib. pkg. 10 Ibs. 
Lettuce Head, crate Brussels Sprouts 2% Ib. pkg. % 15 
VEAL Onions, Dry Yellow, bag 50 Ibs. Mixed 2% Ib. pkg. 15 Ibs. 
Chop Suey Meat U. S$. Good 5 ibs. 20 | Onions, Green Bunch 1 doz. Okra 2% Ib. pkg. 2% ibs. 15 
Cutlets U. S$. Good, 4 oz. each 15 lbs. 60 | Onions, White Boilers 3 ibs. 2% Ib. p ibs. 150 
Leg (B.R.T.) U. S. Good 20 ibs. 60 | Parsley Bunch 1 doz. Peas, Black-eyed 2% Ib. pkg 2% ibs. 15 
3 Potatoes, Sweet Ham 50 Ibs. Spinach Chopped, 2% Ib. pkg. 30 ibs. 180 
Potatoes, White Bag No. 1 400 Ibs. Squash, Winter 3 Ib. p 4ibs. 96 
™ PISH Radishes Bunch 1 doz. 2% ib pkg. 2% ibs. 15 
Sole Frozen, fillet 5 ibs. 20 | Romaine 1 doz. Vegetables, Mixed 2% Ib. pkg. ibs. 30 
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3rd WEEK SOUTH-SOUTHWEST SELECTIVE WINTER CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


—prepared by Roberta Foster, chief dietitian, 
Baptist Memorial Hospital, Memphis, Tenn. 


breakfast noon night 
Grapefruit Half (F) Beef Julienne Fruit Punch 
or Blended V Roast Prime Ribs, Jus (F) or Macaroni and Cheese (S) Corned Beef with Mustard Sauce (F) or Hot Deviled Eggs (S) 
Cocktail Juice (S) Parisienne Potatoes (F) and Cern Muffins Parsieyed Buttered Potatoes (FS) 
Buttered Frozen Okra = Five-Minute Cabbage (F) or Sliced Beets (S) 
or Assorted Dry Sliced Tomatoes with eee td Salad Relishes: Celery Hearts-Stuffed Olives-Corn Relish on 
Cereal Apple Betty (FS) or Vanilla ice Cream or Apricot-Cream Cheese Salad 
Fruit Peaches-Royal Anne Cherries-Orange Sections XFS) 
r 
Hot Biscult—Preserves 
Fresh Grapes Cream of Tomato Soup Chicken-Rice Soup 
or Frozen Orange Roast Fresh Ham Braised Beet Cubes (S) or Fried Liver with Bacon (F) 
Juice (FS) or Hambur ene yh Steak with Natural Gravy and Mushrooms (FS) Creamed Potatoes (FS) 
na —- = Potatoes or Buttered Rice wert Frozen Greens and Turnips (ye or Julienne Carrots (S) 
or Assorted Dry Cornsti Chef's Salad with 1000 Island Dressi 
Cereal ert Peas or Buttered Aspa or Grapefruit-Apple Salad with French Dressing 
Scrambled Egg— Slaw with Oil-Vinegar Peach with Mayonnaise Pium Cobbler (F) or Nectarines in Syrup (S) 
sp Vanilla Chocolate (FS) 
Blueberry Muffins or Pineapple Chunks in Syrup 
Baked Apple Vv ble Sou Cream of Mushroom 
or Blended Swiss Steak (F) or Cheese Souffle (S) aa he (FS) er Broiled Chicken 
Juice (FS) Baked Potato (FS) and Hot Rolls Whipped Potatoes (FS 
| Mexican Cauli or Buttered Spinach (FS) Gren Style Corn or Julienne Green — (FS) 
or Assorted Dry ossed Vegetable Salad with Mayonnaise Head Lettuce Salad with Fr Aanpe A Dressi 
Cereal or Fruit Salad (pineapple-a -, or Strawberry Mold Sa with Mayonnaise 
| French Vanilla ice Cream or in Syrup (FS) Brownlee (F) oc Spanish Cream with Cherry Garnish (S) 
Hot Biscuit—Honey 
(S) | Pork on Bun (F) or of Veal with Gravy (S) Behed Ham 
oma r on Bun (F) or m 
corn a ered 
Cereal e- Raisin Salad with Cream Dressing Ce or Gr 
Egg— liced Peaches-Sliced Pear Mincemeat Pie (F) or Ba frat ran 
Chiffon Pudding or Fruit Cocktail (FS) 
Hot Biscuit—Preserves 
ur or 
tm Mashed Potatoes (FS Paprika Potatoes (Fs FS) 
or Assorted Eggplant Casserole ( we Buttered , ae Beans (S) Peas with Diced Celery or Buttered Sliced Carrots (FS) 
Cereal Greens Salad uefort Dressing or Molded Fruit for Salad Tomato Aspic Salad with Mayonnaise 
Scrambled Egg— Wild Cherry Sundae (FS) or Green Plums in Syrup or Pineapple- Cheese 
Crisp Bacon Butterscotch Pudi dding wi 
Raisin-Bran Muffins Posted Rpricots in 
Frozen (F) | Chicken-Noodle Soup J 
or Prune Juice (S) Breaded Veal Cutiet with Tomato Gravy (F) Broiled Loin Pork (F) or Baked Meat Loaf with Mushroom Gravy (S 
ves or Creamed Eggs on Rusk (S Au Gratin Pot 
or Assorted Dry Baked Potato (F) and Corn Muffins Black-Eyed 4 ~ A on or Buttered Spinach (S) 
Cereal ed Frozen Mixed Vegetables or Buttered Asparagus Spears (FS) Carrot-Raisin Sa 
Scrambled Egg— Head Lettuce Salad with Chiffonade Dressing Peach Crisp FS) or “Gelatin with Whipped Cream 
Bacon or Fresh Fruit Salad with Fruit - 
Hot Biscuit—Jelly Cottage Pudding with Lemon Sauce (FS) or Bing Cherries 
Kadota Figs (F) Grapefruit-Pineapple Juice Bouillon 
or Frozen Orange Fried Chicken Gravy (FS) ~ — Ham Broiled Loin Lamb Chop (FS) 
Juice (S) Buttered Crumb Noodles ( 5) and Hot Rolls or Turkey a la King on Rusk with Cranberry Relish 
| Glazed Onions or Buttered Peas (FS) Parsleyed Buttered Potatoes (FS) 
or Assorted Dry Tossed Salad with 1000 Island Dressing or Molded Pears in Lime Gelatin Dutheres Spares Systets ¢ or Buttered Sliced Beets (S) 
Cereal Chocolate ice Cream (FS) or Fruit Cup Assorted Relishes 
Poached Egg— pg Half Stuffed with Diced Apple and Crushed Pineapple 
Link Sausage Fruit Cake (F) or Orange Chiffon Cake (S) 
Coffee Cake 
Jelly 
(F}—Full Diet (S}—Soft Diet (FS)}—Full and Soft Diet Bread, butter and a choice of beverages ore to be included with each meal. 
Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & Ne. of Servings 

3 BEEF Shrimp 26-28 Ib. 20 ibs. 100 fe Save = 
Brisket, Corned U. S. Good 20 ibs. 60 omatoes 

' Turkeys (Eviscerated) Grade A 30 Ibs. FROZEN FRUITS 
Roast, Sirloin (B.R.T.) U. S. Choice 35 Ibs. 100 

| Stocks, Round U. 8. Choice, Sliced, 8 Ib. can, 

— 4 oz. each 5 ibs. 20 5-1 sugar 16 Ibs. 
Steak, Swiss U. S. Good, 4 oz. each 25 Ibs. 100 PRESH FRUITS Grapefruit Sections Fresh, chilled, gallon 1 gal. 
Stew U. S. Good 5 ibs. 20 | Apples Jonathan, 113s 1 box Orange Juice gun, Ee Se 6 cans 

Avocado pe 6 only Orange Sections Fresh, chilled. gallon 2 gal. 

Lams Cherries, Bing vag Sections Fresh, chilled, gallon 1 gal 

Chops, Loin Gatien Grapefruit Seediess, 70s box Peaches Sliced, 8 Ib. can, 
Emperor sugar 

Leg (B.R.T.) U. S. Choice, yearling 20 Ibs. 60 | Lemon: | Plums 8 ib. can 5-1 sugar 16 ibs. 

s Oranges 176s 1 box Strawberries Sliced, 8 Ib. can, 

PORK 5-1 sugar 8 ibs. 

Bacon 24-26-1 Ib. 18 ibs. PRESH VEGETABLES 
Ham Fresh (B.R.T 13 Ibs. 2% 40 Ibs. 240 
, rrots Topped 25 ibs. Spea Ib. 
Ham (Pullman) Ready-to-eat 20 Ibs. 60 | Celery Pascal, 30s 1 doz. haan Cuts, 244 Ib. 7 2% ibs. 15 
ain oon Grade A, 10-12 Ibs. 25 Ibs. 100 White 1 doz. Beans, Green Julienne, 2% Ib. pkg. 10 Ibs. 60 
a : Lean 10 Ibs. nt 8 only Beans, Lima Small, green, 
12-1 Ib. 10 Ibs. Endive Curty 1 doz. 2% Ib. pkg. ibs. 15 
Lettuce , 48s 1 crate Brussels Sprouts 2% bb. 10 ibs. 60 
s, eens, 
RT) Onions, White Boilers 3 ibs. Okra 2% Ib. 2% Ibs. 15 
m 

= rishi Potatoes, White Bag Ro. 1 400 Ibs. Spinach Chopped, 

Salmon Red, steaks, Radishes ach 1 doz. 2% ib. pkg. hs ibs. 105 
5 oz. each 19 ibs. 60 | Romaine 1 doz. Vegetables, Mixed 2% Ib. pkg. ibs. 15 
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Medical care for the aged 


ENSURING MEDICAL CARE FOR THE AGED. 
Mortimer Spiegelman. Homewood, 
IiL., R. D. Irwin, 1960. 280 pp. $5.75. 
The essential facts needed to un- 

derstand the health care problems 

of the aged are contained in this 
excellent book. The 80 tables are 
drawn from a variety of sources, 
some of them unpublished; num- 
erous figures in the text and hun- 
dreds of footnotes add a wealth of 
information and provide references 
in concise and usable form. In 


~ Many instances the author has de- 


veloped his own computations and 
comparisons from other data to 
furnish new insights. 

The few shortcomings in typés 
of data presented reflect shortages 
in available data—chiefly data con- 


cerning utilization, benefit struc- 


ture and relative coverage by age 
under various plans. 

There is no effort to come to 
grips with the organizational, fiscal 
and marketing problems involved 
in providing adequate coverage for 
the aged. It is the author’s avowed 
intent to refrain from conclusions 
and recommendations. In general, 
this results in simple interpreta- 
tion of tables with little attempt 
at analysis. 

In citing figures on availability 
of continued individual commer- 
cial health insurance beyond age 
65 in New York State, for example, 
the author writes, “Several com- 
panies follow the practice of in- 
creasing the premiums at the older 
ages to meet the higher claim costs, 
while some reduce the benefit in 
order to avoid increasing the pre- 
mium,” thus neatly bracketing a 
dilemma upon which voluntary 
solutions to the problem may 
founder. 

There also seems to be a glossing 
over of the real problem involved 
in the low conversion rates and 
high drop out rates during the 
early retirement years reported by 
the Health Insurance Plan of 
Greater New York. 

In referring to the fact that 


there may well be, particularly in 


old age, “a constantly expanding 
demand for medical care,” the 
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took meviews 


author writes, “Its control within 
the bounds of necessity, as always, 
is the responsibility of the indi- 
vidual and his physicians.’ Con- 
sistently he views with mild 
alarm Secretary Flemming’s refer- 
ence to controls in his report to 
the Ways and Means Committee 
of April 3, 1959 (“Hospitalization 
Insurance of OASDI Benefici- 
aries’’). 

In spite of the restraint shown 
by the author with regard to con- 
clusions, the discussion in the 
book’s concluding section leans 
towards support of the voluntary 
and commercial insurance ap- 
proaches and away from the use 
of the social security mechanism. 

Although these comments by the 
author bear little relation to the 
data reported, they do not detract 
from the usefulness of the book. 
Hospital administrators, prepay- 
ment and insurance representa- 
tives, and students, teachers and 
researchers in the health field will 
all appreciate having so much rel- 
evant information in one volume. 
—THOMAS B. FITZPATRICK, research 
associate, Bureau of Hospital Ad- 
ministration, University of Michi- 
gan. 


Guide to obstetrical standards 


MANUAL OF STANDARDS IN OBSTETRIC- 
GYNECOLOGIC PRACTICE. American 
College of Obstetricians and Gyn- 
ecologists. Chicago, The College, 
1959. 56 pp. $1.50. 

Today, approximately 97 per 
cent of all births in the United 
States occur in hospitals. This fig- 
ure shows a very considerable in- 
crease from the 37 per cent of 
1935. The concomitant reduction in 
maternal and infant mortality sup- 
ports the alleged value of this 
rapid change from births outside 
the hospital to inhospital births. 
Many problems have arisen be- 
cause of this change, however. 

To answer an often expressed 
need by physicians, nurses and 
hospital administrators for assist- 
ance in formulating local rules ac- 
cording to the facilities, equipment 
and resident and nonresident staff 
available in the community, the 


Guide to obstetrical standards 


Committee on Professional Stand- 
ards of the American College of 
Obstetricians and Gynecologists has 
published the Manual of Standards 
in Obstetric-Gynecologic Practice. 

This publication is not a set of 
iron-clad rules, but rather a ref- 
erence book of standards to guide 
in providing facilities and care for 
gynecologic and obstetric patients. 
It is really a group of recommen- 
dations that are subject to modifi- 
cation to fit particular situations. 
The Committee emphasizes that 
the Manual is not intended, nor 
does it attempt in any manner, to 
set forth any type of restriction on 
the practice of medicine. 

The organization of the sections 
was well planned, and they cover 
all aspects of obstetric and gyne- 
cologic practice. The inclusion of 
an index would have facilitated 
use. The various aspects of fa- 
cilities, personnel, departmental 
organization, prenatal, intrapartal 
and postpartal care are easily 
found, however, under the appro- 
priate Section heading. 

The reviewer found the Section 
on Consultation and Referral par- 
ticularly good. The point is made 
that consultation in no way sug- 
gests incompetence, but rather in- 
dicates a high degree of maturity 
and judgment. How consultation 
offers threefold protection—to the 
patient, to the physician and to the 
hospital—is very clearly outlined. 
Therapeutic abortion and sexual 
sterilization are adequately cov- 
ered. 

On the gynecologic service, per- 
haps one of the most abused and 
neglected areas concerns radiation 
hazards, particularly the storage, 
distribution, preparation and use 
of radium. The Section on Radia- 
tion Hazards is a most timely and 
important inclusion in the Manual. 

For hospitals with long estab- 
lished obstetric and gynecologic 
services, or hospitals in the proc- 
ess of opening or establishing a 
service, this Manual will prove 
invaluable.—RICHARD O. CANNON, 
M.D., director, Vanderbilt Univer- 
sity Hospital, Nashville, Tenn. 


HOSPITALS, J.A.H.A. 


also: 
q 


The battle against the spread of staphylococcus infections is on! Hos- 
pital authorities agree: complete asepsis remains the only effective 
answer. 
So important, in fact, is the need for asepsis that it has become a 
| 0 ‘0 0 Af prime factor in the selection of equipment for the operating room, the 
nursery, and every department of the hospital. And with good reason: 


hard-to-clean surfaces, cracks and crevices found in ordinary equip- 
ment can defeat even the most carefully planned asepsis program. 
0) Blickman equipment, however, is predicated on the need for easy 
utilized by Blickman to counter the spread of bacteria. Extremely fine 
finishes, for example, prevent germ-collecting stains and corro- 
sion. Rounded corners...invisible seamless welds...completely 
crevice-free surfaces and joints—provide little room for staphylococcus 
to hide and escape disinfection. And in addition, Blickman’s rugged 
complete details, write for catalog #6195: S. Blickman, Inc., 3810 
Gregory Ave., Weehawken, N. J. 

‘*Sold through Blickman Authorized Hospital Equipment Dealers’’ 
BLICKMAN HoOsPITAL EQUIPMENT 
Look for this symbol! of quality... 


and complete sterilization. All the advantages of stainless steel are 
here! construction assures you decades of durability at no extra cost. For 
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The issue of health care for the aged has not faded 
from the news despite Congressional action, for it 
has remained a subject of discussion by the two 
presidential candidates. In the meantime, however, 
significant developments taking place in Washington 
are molding the news of the future. 

One project which will eventually draw wide public 
notice is the White House Conference on Aging, now 
approaching the final planning stage. The conference 
will be held in Washington January 9-12, 1961, and 
its organizers are working simultaneously on two ob- 
jectives. One—to assure that the conference produces 
succinct and pertinent recommendations; the other— 
to capture the attention of the public and the official 
delegates so that post-conference interest will help 


effect adoption of the recommendations. 


Official delegates are expected to number 2800; 
nearly 1750 of them will be representatives from 
states and territories and approximately 660 will be 
from national organizations accredited as conference 
participants. The remainder will be the 150 members 
of the conference’s National Advisory Committee, 
nearly 150 consultants, and approximately 100 special 
delegates appointed by Arthur S. Flemming, Secretary 
of Health, Education and Welfare. The American Hos- 
pital Association is one of the accredited national 
organizations. 

Final plans for the conference will be reviewed at 
a mid-November meeting of the National Advisory 


- Committee here. As outlined now, they call for dis- 


cussions in 20 subject areas. These include health and 
medical care, rehabilitation, role and training of pro- 
fessional personnel, national voluntary services and 
service organizations and research in gerontology. 

Delegates specify their first and second choices of 
subject area when they register. Registrations to date 


_ indicate that health and medical care will be definitely 


the most popular subject. Conference officials have 
stipulated that discussions in this area be focused on 
the whole problem and not on specific proposals, such 
as those outlined in the last session of Congress. 
With the aim of making the conference a true 


-“citizens’ meeting”, conference officials have stated 


that not more than one-third of the official delegates 
should be “professionals” in the field of aging. For 
the same reason, no federal government employees 
will be accredited as official delegates. 

As presently planned, President Eisenhower would 
address the conference’s opening session; whoever is 
then president would speak at the closing meeting. 
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Plans Set for Aging Conference 


New Polio Vaccine Committee Meets 


Following recent U.S. Public Health Service ap- 
proval for production and use of live poliovirus 
vaccine, machinery was put into operation for 
eventual public immunization. A special committee 
of medical and public health representatives was 
named to draw up an agenda for the planned first 
meeting of the newly-appointed Surgeon General’s 
Committee on Poliomyelitis Control. The agenda 
group held its sessions at the new PHS Communicable 
Disease Center in Atlanta on October 11 and 12. The 
control committee itself will probably meet late this 
year; its membership will include representatives of 
at least 23 national groups, with the AHA as well as 
medical, nursing and labor union health groups on 
the roster. 

PHS officials have not yet given a target date for 
full production of the live poliovirus vaccine, but 
some estimates have indicated that approximately 
nine months would elapse before the vaccine became 
easily obtainable. As the PHS sees it, the United 
States program will be one of “organized immuni- 
zation”, adopted on a community level. 


Congressman Fogarty Criticizes 
Present ‘Health Machinery’ 


John E. Fogarty (D-R.I.), chairman of the house 
subcommittee concerned with federal health ap- 
propriations, outlined his personal views on what he 
called “the big health issue of today” in a little 
publicized but significant speech dedicating the new 
PHS Communicable Disease Center at Atlanta, last 
month. 

Calling for militant citizen action on health issues, 
Representative Fogarty charged that the country was 
still using 19th century “health machinery” to fit the 
needs of a 20th century society. He asked for a larger 
public voice to represent the country’s consumers on 
a whole range of national health issues. The congress- 
man said, “I’d like to see health officers’ jobs be just 
as dependent on the approval of the consumers of 
health services as they now are on the approval of 
organized medicine.” Among the health issues he 
cited as needing greater public participation were: 
mass screening clinics to find the people who need 
medical treatment, but don’t know it; nursing home 
standards; organized home care programs, and en- 
vironmental health plans. 
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REPORT FROM FLORIDA— 


Florida hospitals acquitted themselves splendidly during Hurricane 
Donna which ravaged large areas of the state on September 10. Hospital 
preparations varied in scope: hospitals informed that they would face 
the full force of the storm readied for every contingency, while those 
expecting only, high winds took minor precautionary measures. 


- Information concerning the prep- 
arations, difficulties encountered 
during the “hurricane and “mop- 
up” operations followi 


executive director, 


hurricane report. 

_Nearly all hospitals replying had 
been affected by the hurricane— 
some by only gale winds or peri- 
pheral electric power problems, 
others by winds of 125 m.p.h. 
Sixty-nine hospitals responded and 
only 11 of these came through 
completely unscathed. 

Four outstanding positive ob- 
servations can be made on review- 
ing reports from the 58 affected 
hospitals: 

@ Apparently no problems were 
encountered by hospitals due to 
lack of preparedness. 

@® Employee morale and sense of 
duty were exceptionally high, and 
nearly every administrator reply- 
ing commented on this. 

@ Only three hospitals suffered 
moderately serious damage. One 
administrator reported moderate 
damage to roof, library and con- 
ference room; one reported roof 
and door damage, and a third re- 
ported loss of two roofs. 

@ Of the 46 hospitals without 
their regular source of electric 
power for a time, only three—two 
psychiatric hospitals and one 
chronic children’s hospital—had no 
emergency power generators. Of 
those that did have auxiliary units, 
all said their generators carried 
them through the emergency with- 
out the slightest difficulty, except 
for one which had a minor prob- 
lem. The power failure lasted for 
from less than one hour for some 
hospitals to 48 hours for others. 


PREPARATIONS MADE 


Most of the hospitals that were 
warned to expect the full force 
of the hurricane held supervisory 
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the dis- 
aster was obtained by ‘J ack. F.: 
‘Monahan Jr., 
Florida “Hospital Association, who ,_ 
*sent a questionnaire to all Florida . 
“hospitals asking for a complete 


staff meetings, alerted all person- 
nel and made arrangements with 
the medical: staffs to be either 
readily. available or to remain in 
the.hospital during the critical 
period. They also checked ade- 
quacy of supplies—especially food, 
water and* blood plasma—and of 
equipment—especially power gen- 
erators. 

Many hospitals taped windows 
to prevent breakage and removed 
all loose or*movable objects such 
as outdoor furniture and signs. At 
the suggestiom,of the hospitals, 
near-term pregnant women were 
informed ‘either® by their obstetri- 
cians or by radio that they would 
be welcome in the hospitals. Many 
came and remained in the hospitals 
as guests, without charge other 
than for food. 

Some unusual precautionary 
measures were taken by adminis- 
trators: 

@ One administrator issued a 
call for blood donors because the 
hospital’s blood supply was low. 
Within a few hours after a radio 
message was broadcast, 52 donors 
responded. 

® Others obtained extra supplies 
of plywood to use in preventing 
damage and making repairs. 

@ One hospital provided wrist 
identification bands to all person- 
nel, not only to patients. 


Another administrator 


ported issuing identification papers 
to personnel, so they would not be 
prevented from traveling to the 
hospital. 


HOSPITAL POPULATIONS HIGH 


During the critical period, one 
156-bed hospital had a population 
of patients, employees and board- 
ers of over 500. This overcrowding 
was not unique because many hos- 
pitals asked their employees to 
come early and bring their chil- 
dren or other relatives. In addi- 
tion, the earlier shifts remained 
in the hospitals. 


Hospitals Cope Well with Hurricane Donna 


A difficulty reported by a num- 
ber of hospitals was a shortage of 
cots. One administrator said he 
would maintain a much larger 
supply of cots, because other dis- 
aster agencies could not be de- 
pended on to provide them on re- 
quest. 

~The dietary department also felt 


the brunt of the overcrowding. If 


Donald W. Welch, administrator of 
Hialeah Hospital, was proud of his 
dietary staff, he was certainly 
justified. Four meals were served 
to more than 500 extra persons 
during the storm. 

Hialeah Hospital distinguished 
itself also in other ways. Mr. Welch 
said that 18 babies were born in 
the hospital on September 10, 
whereas the daily average is four. 
Following the storm, the 156-bed 
hospital handled more than 100 
cases in its emergency department. 
To prevent fear or panic among 
patients and personnel, and to 
keep everyone fully informed of 


activities, mimeographed bulletins .. 


were issued two days before and 
the day after the hurricane; during 
the hurricane, the loudspeaker sys- 
tem was used to give special in- 
formation. 

The admirable attitude and per- 
formance of employees was well 
described by Albert G. Lewis Jr., 
M.D., medical director of South- 
west Florida Tuberculosis Hospi- 
tal, Tampa. He said: “We felt well 
pleased with ourselves during and 
after the storm... We learned... 
that our personnel are devoted to 
their jobs and the hospital, that 
they work well under strain and 
fatigue, and that they can be de- 
pended upon in an emergency to 
come through with flying colors.” 

Dr. Lewis’ sentiments were 
shared by many administrators. 
In several hospitals, formal com- 
mendations were presented to per- 
sonnel, some of whom worked 
without rest as many as 40 hours. 

Monroe Memorial Hospital on 
Key West was among the few that 
suffered from lack of water, due 
to a break in the water line. A 
number of hospitals took measures 
to store water, but there appeared 
to be a general lack of facilities for 
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this emergency. Some hospitals 
filled bath tubs with water, and 
one even used the physical therapy 
pool. Some hospitals have their 
own wells which can be pumped 
by the auxiliary generator. The 
administrator of the Key West 
hospital said he was contemplating 
the drilling of two wells for future 
emergencies. 

The most prevalent complaint 
was about water leaking through 
windows, doors and even walls. 
Nearly all the hospitals in the 
strong wind and hurricane areas 
experienced this problem, and 
“mop-up” was literally the chief 
occupation of maintenance crews 
during and after the hurricane. 
Two hospitals reported that water 
poured in through elevator shafts, 
and a number had enough water 
penetration to cause paint and 
plaster to peel. 


ROOM FOR IMPROVEMENT 


In this connection, Mr. Monahan 
mentioned that architectural speci- 
fications may have to be revised 
to prevent future leakage through 
window and door frames. 

Two other problems which con- 
cerned the executive director of 
the Florida Hospital Association 
were the lack of uniformity in 
dealing with obstetrical cases and 
the inadequacy of hospital com- 
munication systems. 

In admitting pregnant women, 
hospitals followed different poli- 
cies. Some hospitals invited all 
women in their seventh month of 
pregnancy, whereas others took in 
only those at term. A radio mes- 
sage urging all women six or more 
months pregnant to go to the hos- 
pital in one community might be 
obeyed by a neighboring commu- 
nity whose hospital was unpre- 
pared for more than a minimum 
of obstetrical “guests” or admis- 
sions. Hospital disaster plans will 
have to be more uniform with re- 
spect to obstetrical admissions, Mr. 
Monahan stated. 

Most Florida hospitals reporting 
on the hurricane said they de- 
pended on police radio patrol cars 
to provide communication in the 
event of telephone failure, which 
made some administrators uncom- 
fortable. One complained that the 
radio car failed to arrive and others 
felt that the means of communica- 
tion should be located within the 
hospital. Only four hospitals said 
they had their own two-way radio 
systems. A few hospitals had “ham” 
operators on their staffs. 

Mr. Monahan commented that 
this communication problem would 
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be solved if all hospitals installed 
two-way radio systems and if the 
Federal Communications Commis- 
sion granted the five frequency 
channels which the American Hos- 
pital Association has been endeav- 
oring for years to have earmarked 
for hospital use. 

One hospital had difficulty in op- 
erating its power unit because the 
overhead wire and telephone pole 
that carries the regular power sup- 
ply blew over and nearly tore 
down the connection to the hospi- 


tal generator. This problem could 
have been avoided by use of 
underground cables, Mr. Monahan 
pointed out. 

Inadequate hook-ups with the 
generators also caused difficulties 
for dietary departments. Some 
electric kitchens cannot be oper- 
ated on the auxiliary unit, and 
apparently the same holds true 
for refrigeration equipment, since 
a few of the hospitals mentioned 
stockpiling dry ice before the dis- 
aster. bd 


NEW JERSEY SURVEY SHOWS— 


Subscribers Satisfied with Blue Cross; 


Consider Some Benefits Use Unnecessary 


Most Blue Cross subscribers in New Jersey are satisfied with both 
how the Plan takes care of their bills and the benefits it offers. A majority 
of subscribers, however, believe there is some unnecessary use of Blue 


Cross benefits. 


These subscriber opinions were obtained by Hospital Service Plan of 


New Jersey through a 25-question 
survey conducted last summer 
among 500 members of a Subscriber 
Advisory Council created by the 
Plan. More than 400 members 
answered all or most of the ques- 
tions, and the results of the opinion 


poll were announced last month 
by the Plan. 

Nearly 9 out of 10 subscribers 
said they were “well satisfied” 
with the manner in which Blue 
Cross had taken care of their last 
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hospital bills, and only 2.5 per cent 
reported dissatisfaction. The ex- 
tent of benefits offered was judged 
excellent by 30.7 per cent, and 
very good by 51.4 per cent. 
Approximately 67 per cent an- 
swered “yes” to the question, “Do 
you think there is any unnecessary 
use of Blue Cross benefits?” How- 
ever, only 47.2 per cent of them 
believed overutilization was wide- 
spread. Further questions disclosed 
a preponderance of opinion in 
favor of continuing educational ef- 


_ forts among patients, physicians 


and hospitals to assure that hospi- 
talization would be employed only 
when absolutely necessary. 

Questions dealing with benefits 
and their cost elicited opinions 
that Blue Cross coverage should 
include physician office calls and 
home calls by physician or visiting 
nurse (24.1 per cent) and out-of- 
hospital diagnostic and x-ray serv- 
ices (14.6 per cent). 


CONSIDER HOSPITAL EFFICIENCY 


Asked how additional benefits 
should be paid for, 41.5 per cent of 
subscribers indicated that only 
those who want the broader cover- 
age should pay for it. More than 33 


- per cent said such benefits could 


be paid by Blue Cross if hospitals 
were managed more efficiently. 

This note of criticism or mis- 
understanding of hospitals was re- 
peated in answers to another ques- 
tion, “What do you think Blue 
Cross can do to reduce the need 
for future rate increases?” Of the 
285 subscribers replying, the larg- 
est portion, 36.5 per cent, sug- 
gested the Plan “work with hospi- 
tals to reduce charges”. Nearly 25 
per cent suggested eliminating un- 
necessary hospitalizations, and 13.7 
per cent were in favor of reducing 
Blue Cross operating costs. 

An overwhelming majority, 
however, would not want to sacri- 
fice benefits in favor of cost saving: 
80.1 per cent said that if it became 
again necessary, they would rather 
have Blue Cross raise rates and 
maintain benefits than reduce ben- 
efits to avoid a rate increase. 


To the question, “Do you feel 
that newspaper stories you have 
read and Blue Cross literature you 
have received, either at your place 
of employment or from the Plan, 
have given you an adequate under- 
standing of Blue Cross and its 
operations?”, 75.8 per cent of 


subscribers replied affirmatively. 
However, the knowledge the sub- 
scribers claimed to have appeared 
to be contradicted by their an- 
swers to some other questions. For 
instance, a large majority believed 
erroneously that of each subscrip- 
tion dollar received, the Plan 
spends 10 to 25 cents on operating 
expenses. (In actuality, the Plan 
spends only 4.5 per cent for oper- 
ating expenses.) Strangely enough, 
their misconceptions on this point 
did not influence them to consider 
the Plan’s most recent rate in- 
crease unjustified. Nearly 80 per 
cent said it was justified. 

Some misunderstanding was al- 
so demonstrated when subscribers 
were asked to list services covered 
by Blue Cross. The majority were 
generally correct, but 22 per cent 
included erroneously physicians’ 
fees and medical-surgical services. 

The survey also showed that 
subscribers— 

@ Believe that service benefits 
are the most important advantage 
of Blue Cross over other forms 
of hospitalization protection. 
(“....eliminates red tape and 
deals with hospitals directly” was 
ranked second, and “... offers con- 
tinuous coverage regardless of age 
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In ancient Greece, the jolly bandit chief, Procrustes of 
Attica, maintained an iron bed for the convenience of those 
whom he captured. On one point only, he was firm... 
they must fit his bed. If they were too short, he stretch 
them out. If too long, he shortened them with an ax. Hence 


the term “procrustean.” 


Similarly, there are fund-raisers who would force the 
same format on all their clients. Very naturally, this can 
prove not only uncomfortable, but sometimes damaging. 


Haney Associates, with more than a third of a century 
of experience, has the know-how to find the one of 
many types of campaigns which will best fit your situation, 
from the standard, intensive campaign to the long-term 
development program. Another reason why, in fund-raising, 
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or conditions of health” was third.) 

@ Nearly 62 per cent of sub- 
scribers have never received Blue 
Cross benefits as emergency pa- 
tients or outpatients. 

@ More than 56 per cent have 
heard some one speak unfavorably 
of Blue Cross. (Of all such com- 
plaints, 45 per cent had to do with 
rates, the Plan reported.) 

@ Nearly 40 per cent had acci- 
dent or hospitalization a 
other than Blue Cross. 


Blue Cross, Shield Announce 
New Programs, Rate Decrease 


The initiation of a “home care 
experiment” was announced by 
the Blue Cross of New Jersey soon 
after the tabulation of the survey 
was completed (see preceding 
story). Another announcement, 
which followed, concerned a re- 
duction in rates for the Plan’s 
deductible contract. In addition, 
the Blue Shield Plan joined Blue 
Cross in offering coverage for per- 
sons over 65. 

The home care experiment is 
being conducted in cooperation 
with two area hospitals. Under the 
program, the Plan will reimburse 
the hospitals for providing such 
home care items as visiting nurse 
services; necessary supplies and 


equipment; drugs and dressings; 


laboratory, x-ray and homemaker 
services; transportation; mainte- 
nance of medical records, and 
evaluation of patients and coor- 
dination of the program by the 
hospital staff. 

Patients will be referred for par- 
ticipation in the program by their 
own physicians after evaluation by 
a hospital staff committee consist- 
ing of a physician, program co- 
ordinator, physical therapist, social 
worker and supervising nurse. The 
patient’s consent will be necessary 
for his participation. 

Patients suffering from long- 
term conditions such as arthritis, 
cancer, orthopedic conditions and 
heart, circulatory and neurological 
ailments are expected to be se- 
lected for the experiment. The 
pilot program is being conducted 
in the hope that it might lead to 
improved community service and 
to savings for Blue Cross through 
reduction in the hospital length of 
stay. If successful, the program 
will be considered for introduction 
throughout the state. 


RATES LOWERED BY 7 PER CENT 


Subscription rates were lowered 
by 7 per cent on the Plan’s “modi- 
fied” co-payment contract which 
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covers more than 63,000 persons 
and is available only on a direct- 
pay basis but without age limit. 
The contract was introduced to 
New Jersey residents in January. 

The modified coverage varies 
from the “comprehensive’’, held by 
the majority of subscribers (2.25 
million), in that it provides for 
only 60 days of hospitalization 
compared with 120 full days and 
245 part days under the com- 
prehensive contract. Furthermore, 
under the modified contract, sub- 
scribers are required to pay $15 
towards the first day’s hospital bill 
and $6 per day for the next 14 
days. After the recent rate reduc- 
tion, the modified contract costs 
on an average 25 per cent less 
than the comprehensive. 


BLUE SHIELD TO COVER AGED 


Medical-Surgical Plan of New 
Jersey (Blue Shield) has begun to 
accept applications from persons 
over 65 and will offer a package 
plan, jointly with Blue Cross. 
Under Blue Cross, enrollment has 
been open to the aged for nearly 
a year. The Blue Shield Plan only 
recently received permission, how- 
ever, from the N.J. State Depart- 
ment of Banking and Insurance to 
offer this coverage. 

Blue Shield will combine its 
coverage with Blue Cross under 
both the modified and comprehen- 
sive contracts. However, with the 
comprehensive Blue Cross as part 
of the package, an over-65 sub- 
scriber will be entitled to only 60 
days of fully-inclusive hospital 
benefits to age 70, and to only 30 
days after age 70—not to 120 days 
as under the most widely held Blue 
Cross comprehensive contract. 

On the other hand, under the 
Blue Shield portion of the pro- 
gram, the participating physician’s 
fees for inhospital surgery and 
medical attention are covered in 
full by the Plan, provided the sub- 
scriber’s income is less than $5000 
annually, or $7500 annually - 
couples and families. 


H. W. Riddle Becomes First 
Director of Kentucky Assn. 


The Kentucky Hospital Associa- 
tion last month joined 39 other 
state hospital associations in hav- 
ing a full time director. Hasty W. 
Riddle, a retired U.S. Army lieu- 
tenant colonel, assumed the posi- 
tion of executive director on 
September 12, and opened the as- 
sociation’s offices in Louisville, at 
the Kentucky Hotel. 

Colonel Riddle comes to the Ken- 
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BUILT EXPRESSLY FOR HOSPITALS 


BEAUTYREST® 


by Simmons 
® 


GUARANTEED FOR 10 VEARS 


if structurally defective first year: Free Repair. 
Thereafter proportionate 
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“You'll rest as well 
as at home...that’s a 
Beautyrest Mattress” 


Many of your patients sleep on Beautyrest* mat- 
tresses at home. They know the mattress and prefer 
it. So, naturally, when they find Beautyrest on their 
hospital bed they are reassured ...comforted. 

There’s a scientific reason for such preference. 
Twelve years of scientific testing have proved that 
Beautyrest, made only by Simmons, provides more 
restful, deeper sleep than any other mattress tested. 
In addition, out of 21 leading brands of mattresses 
tested, Beautyrest proved superior in durability — by 
a margin well over three to one. 

Famous Beautyrest features—separately pocketed 
coils with floating action. ..deep layers of comfortable 
felted upholstery...patented sagproof border...and 
many others— make Beautyrest a better buy for hos- 
pitals. That’s why so many hospital administrators 
insist on Beautyrest. 

Send now for our booklet ‘ Why Beautyrest?” 


Merchandise Mart * Chicago 54, Illinois 


DISPLAY ROOMS: Chicago * New York © Atlanta * Columbus ® 
Dallas * San Francisco * Los Angeles 
*Trade-Mark Reg. U. S. Patent Office 


To Simmons Company, Contract Division H-10 
Merchandise Mart, Chicago 54, lilinois 


Please send me free copy of “Why Beautyrest?” 


Name 


Hospital 


Address 


City Zone State 
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tucky association with many years 
of experience in the hospital field. 
He was until this fall assistant pro- 
fessor in the Baylor University- 
Army program in hospital admin- 
istration at the Army Medical 
Service School, Fort Sam Houston, 
Tex., and is himself a graduate of 
that program. Hospital executive 


positions which he held during his 


Army career include those of 
medical administrative officer, U.S. 
Army Hospital, Fort Bragg, N.C., 
executive officer, U.S. Army Hos- 
pital, Berlin, Germany, and assist- 


-ant executive officer, Cushing Hos- 


IN NEW YORK CITY— 


Blue Cross Gets Permission to Increase 


Rates, Change Reimbursement Formula 


New York City Blue Cross last month received permission from the 
New York State Insurance Department to increase subscription rates an 
average of 33.45 per cent, and also to broaden benefits and change the 


hospital payment formula. 


The Plan, Associated Hospital Service of New York, originally sub- 


mitted a petition on April 11 to 
increase rates by 37.3 per cent and 
introduce the other changes. Three- 
day public hearings were held in 
June, and on August 3 Superintend- 
ent of Insurance Thomas Thacher 


pital, Framingham, Mass. 


This wing not yet under construction 


Shaded areas indicate proposed additions to Allegheny General Hospital, Pittsburgh, Pa 


Dedication to a Challenge 
brings Success 


When Allegheny General Hospital, Pittsburgh, Pa., with the help of hundreds 
of volunteer workers, secured pledges totalling $5,003,000 against a published 
goal of $4,800,000 for additions and internal structural changes, it was the 
realization of carefully laid and long range plans. 

The success of this program confirms Allegheny General’s position as one 
of the truly great hospitals in this area. The new Maternity Wing permits 
the establishment of functional departments concentrated in special areas 
within the main building, in keeping with the rapid advancements in medical 
practice and patient demand. 

Ketchum, Inc., in appreciation of the opportunity to help in this project, 
salutes the spirit and farsighted planning of the Board of Directors of Allegheny 
General Hospital for their continuing service to the community through this 
outstanding institution. 


wwe Ketchum, Inc. 

Direction of Fund-Raising Campaigns 
CHAMBER OF COMMERCE BUILDING 
PITTSBURGH 19, PA. 

$00 FIFTH AVENUE, NEW YORK 36, N.Y. 


§ SOUTH DEARBORN STREET, CHICAGO 3, ILL. 


JOHNSTON BUILDING, CHARLOTTE 2, N.C. 
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returned the Plan’s application 
with suggestions for modifications. 

The hospital payment formula 
was the main reason the superin- 
tendent rejected the Plan’s original 
petition. The Plan proposed chang- 
ing the method of paying hospitals 
from a formula based on fixed cost 
with adjustment for consumer and 
labor price indexes to a formula 
based upon individually audited 
hospital costs. The commissioner 
agreed in principle with the latter 
approach in his August 3 ruling; 
however, he objected to some of 
the costs for which the Plan pro- 
posed to reimburse hospitals. 
Among the specific items he ques- 
tioned were costs of operating hos- 
pital outpatient departments, and 
of improvements and repairs. The 
superintendent held that these 
costs could not be justifiably re- 
lated to inpatient care for which 
Blue Cross reimburses hospitals. 

The revised formula, approved 
last month, maintains the audited 
hospital cost approach and, ac- 
cording to Mr. Thacher, makes it 
“clear that any deficit resulting 
from hospital activities unrelated 
to patient care shall be excluded” 
from the cost computation. 

The 33.45 per cent increase in 
subscription rates approved by the 
superintendent takes into consid- 
eration a projected annual rise in 
hospital costs of 7.5 per cent. In 
preparing its petition for a higher 
increase, the Plan based its calcu- 
lation on the theory that hospital 
costs would increase 10 per cent 
per year. 

New monthly group rates, effec- 
tive November 1, will be $4.40 for 
the individual and $11.72 for the 
family on the 120-day comprehen- 
sive contract, compared to the pre- 
vious rates of $3.24 and $8.89, re- 
spectively. 

The insurance superintendent 
also approved the introduction of 
optional co-insurance features 
under the 120-day contract which 
would require the subscriber to 
pay the first $50 or $100 of his 
hospital bill. Under the $50 co- 
insurance program, monthly group 
charges will be $3.96 for the in- 
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for more perfect] 
intermittent 
positive pressure” 


breathing 


the easy-to-use 
mhonaghan 


The Monaghan Ventalung leads the way 
to recovery from lung diseases because 
it provides regular, dependable intermit- 
tent positive pressure breathing with 
practically no patient effort while it 
mixes any amount of oxygen (from 40% 
to 100%) with inspired air. 


Your patient is comfortable and content 
in hospital, doctor’s office, or home. 
Useful in many locations throughout the 
hospital, the Ventalung provides inter- 
mittent or constant nebulization, oper- 
ates from either a piped system or a gas 
cylinder with equal simplicity and ease. 
It is also equipped for either push-button 
or automatic resuscitation. 
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When your patient stands in eel of intermittent positive pres- 
sure breathing for faster recovery, think first of the best. 
Monaghan. 


For details write Monaghan 
500 ALCOTT STREET « DENVER 4, COLORADO 


for the name of your nearest representative or dealer. 
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New foolproof method 
keeps patients’ charges 
under control 


Charges are always current and available 
with the Multi-Rite® Charge Control 
System. 

No delayed or lost charges to cause con- 
fusion, no need for supplementary billings 
—you can be sure that a patient’s complete 
statement will be prepared at the time he 
is discharged. 

Multi-Rite Charge Control System is an 
easy, one-writing method which creates a 
charge ticket and control journal entry 
simultaneously. 


With Multi-Rite get all these important 
_ advantages: 

Complete record of patient’s charges always 
available 

Prevents supplementary billing 

No lost revenue through transcription errors 

Easy-to-identify charge tickets 

Economical stock forms 

Low-cost installation 

Daily analysis of departmental accounts 

Perfect posting media for machine installations 


SEND COUPON TODAY FOR COMPLETE DETAILS. 


(3 YAWMAN & ERBE, C.E. Sheppard Co. Div. 
44-18 21st St., Long Isiand City 1, N.Y. 


Please send me a brochure on Multi-Rite Hospital 
Systems. 
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dividual and $10.48 for the family. 
Under the $100 co-insurance con- 
tract, charges will drop to $3.64 
for the individual and $9.72 for the 
family. 
The new benefits endorsed by 
the superintendent include cover- 
age of nervous and mental illnesses 
for up to 21 full benefit days and 
9 discount days in any one contract 
year; coverage of newborn; an in- 
crease in private room allowance, 
so it will equal semiprivate charges, 
and an increase from $10 to $15 
in private room allowances for 
nonmember hospitals. 


AHA Staff Changes Made; 
New Department Created 


A number of staff changes with- 
in the American Hospital Associa- 
tion were announced this month 
by Edwin L. Crosby, M.D., direc- 
tor. 

Maurice J. Norby, deputy director 
of the Association, has been named 
director of the new Department of 
Hospital Financing and Commu- 
nity Planning. He was also ap- 
pointed secretary of the newly 
created Council on Blue Cross, Fi- 
nancing and Prepayment, which 
succeeds the Council on Planning, 
Financing and Prepayment. 

Two division directors within 
the new department have been 
named. Richard M. Jones, director of 
the former Blue Cross Commission, 
becomes director of the Division of 
Blue Cross Relations. Hiram Sibley, 
who was secretary of the Council 
on Planning, Financing and Pre- 
payment, becomes director of the 
Division of Hospital Relations. Mr. 
Jones and Mr. Sibley have also 
been named associate secretaries 
of the Council on Blue Cross, Fi- 
nancing and Prepayment. 

Richard Lb. Johnson has been ap- 
pointed secretary of the Council 
on Research and Education. He 
has been succeeded as secretary of 
the Council on Administrative 
Practice by William T. Middlebrook Jr. 


Mr. Johnson retains his duties as 


director of the Department of Ad- 
ministrative Services and Mr. Mid- 
dlebrook retains his assignment as 
an associate director of the Hospi- 
tal Counseling Program, Rebert 
Borczon, formerly assistant director 
of the Hospital Counseling Pro- 
gram, has been named an associate 
director of the program. 

Jack W. Owen, secretary of the 
Council on Association Services, 
has assumed the additional duties 
of assistant director of the Depart- 
ment of Administrative Services. 

Daniel S. Schechter, former secre- 


tary of the Council on Research 
and Education, has been appointed 
to the newly created position of 
assistant director of the Depart- 
ment of Publications and Com- 
munications, retaining his func- 
tions as director of the Public 
Information Division of that de- 
partment. 

Mrs. Marjorie M. Lawson, former 
assistant manager of the Public 
Information Division, has been 
named director of the new Special 
Reports Division in the Depart- 
ment of Publications and Com- 
munications. 

Eleanor C. Lambertsen, R.N., Ed.D., 
has been appointed director of 
the Nursing Division created with- 
in the Department of Professional 
Services. She retains her duties as 
assistant secretary of the Council 
on Professional Practice. Marian L. 
Fox, R.N., has been named assistant 
director of the new Nursing Divi- 
sion. 


PHS Changes Organization; 


Forms Division of Nursing 


The Division of Nursing is one 
of four new divisions whose estab- 
lishment within the Bureau of 
State Services was announced last 
month by the U.S. Public Health 
Service. It merges two former div- 
isions, the Division of Public 
Health Nursing, which operated as 
part of the Bureau of State Serv- 
ices, and the Division of Nursing 
Resources, which had been under 
the Bureau of Medical Resources. 

Margaret G. Arnstein has been 
appointed to head the new Divi- 
sion of Nursing. She has been chief 
of the Division of Public Health 
Nursing since 1957, and before 
that served as the first chief of the 
Division of Nursing Resources for 
eight years. 

The new division will be con- 
cerned chiefly with the hospital 
and public health nursing aspects 
of community health. Specific re- 
sponsibilities will include the pro- 
gramming of extramural nursing 
research grants and fellowships 
and the conduct of programs in 
intramural nursing research, con- 
sultation, all nurse manpower 
areas and nurse traineeships. 

@ Another new division, the 
Division of Dental Public Health 
and Resources, also resulted from 
a merger. It combines the activi- 
ties formerly carried on separately 
by the State Service Division of 
Dental Public Health and the 
Medical Service’s Division of Den- 
tal Resources. 

@ The PHS also established a 
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Ident-A-Band by Hollister places your patient's safety at your fingertips. 
Just a glance is all it takes . . . a short “pause for patient identification.” Then the medication. Or 
the test. Or the special diet tray. The imporant thing is that you know it’s the right patient. With 
Ident-A-Band by Hollister you can be sure every time. You can be sure because Ident-A-Band is 
sure. Ident-A-Band identifies. It stays legible. It stays soft and comfortable, yet strong as steel . . . 
so that it also stays on the patient. Now, with its choice of eyelet seal or finger-pressure Clip-Seal, 
Ident-A-Band is easier than ever to apply. It can’t be transferred from one ‘person to another. So 
when you ‘pause for patient identification” make sure it’s Ident-A-Band that’s on the patient's wrist 
... at your fingertips. Then you’ll also be sure of your patient. Write for samples and prices. 
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FIRST STEP 


POSITIVE 


IDENTIFICATION 


As you know, the F.B.I.* and the American Hospital Association* 
recommend footprinting as a permanent means of identification, from 
birth, and through life. But both organizations underline the fact that a 
smudged print is useless. And now, with the FootPrinter by Hollister, 
the clearest prints are actually made in the quickest, cleanest way. 
There's no inking, no rolling, no mess. Color is deposited only on the 
top of the skin’s ridges so anyone can get clean, sharp prints every time. 
What's more, most of this color is transferred to the paper, so only a 
light sponging is needed to clean the baby’s skin. There's no time-wasting 
cleanup, no ink on your hands or uniform. Once you've tried the 
FootPrinter, there’s no other way. Write for free booklet and 


information on free trial offer. 


*Law Enforcement Bulletin, F.B.1., Jan. 1945 and Dec. 1956. *Principles and 
Recommended Procedure as a Guide for the Identification of the Newborn in 
Hospitals, A.H.A., Dec. 3, 1949, revised Feb. 7, 1957. 


Hollister Incorporated, 833 North Orleans Street, Chicago 10. Illinois 
Sold in Canada by Hollister Limited, 160 Bay Street, Toronto 1, Ontario 


\ 
“Foot Printer 


Division on Air Pollution and a 
Division of Occupational Health. 
The organizational changes were 
based on recommendations made 
by a special task force on how the 
PHS could improve its efficiency 
for dealing with the public-health 
problems of the next decade. The 
task force had been appointed by 
Surgeon General Leroy E. Burney. 
Dr. Burney said that the formation 
of the four divisions would be fol- 
lowed by several other organiza- 
tional changes. ad 


Editorial notes 
(Continued from page 49) 


articles in this Journal, beginning 
on page 54, to be of exceptional 
value in the accomplishment of this 
reevaluation. 

The first is the “Statement of 
Guiding Principles on the Opera- 
tion of the Hospital Formulary 
System”. In the writer’s opinion, 
- this statement, drafted by a group 
of experts with long experience 
in the fields of medicine, hospital 
pharmacy, hospital administration 
and law, reflects the considered 
opinion and best judgment of the 
best informed people available on 
the subject of the hospital formu- 
lary system. The specific proce- 
dures that are recommended de- 
serve special attention because they 
have been developed on the basis 
of sound experience and the best 
available legal and administrative 
opinion. 

As already stated, the attack on 
the hospital formulary system is 
through the state boards of phar- 
macy and the battleground will be 
the courts of law or the state legis- 
latures. For this reason, hospitals 
will find the second article, “The 
Legal Basis of the Hospital For- 
mulary System,” a most timely, 
appropriate and important com- 
panion-piece to the “Statement of 
Guiding Principles”. In his paper, 
the author, Alanson W. Willcox, 
general counsel for the American 
Hospital Association and an ac- 
knowledged authority on hospital 
law, states that “the purpose of 
the present paper is to explain the 
need for the legal precautions 
recommended by the guiding prin- 
ciples and to indicate how they 
will serve to protect the legality 
of the formulary system as it gen- 
erally operates.” Mr. Willcox has 
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IN SECONDS! perhaps save a life! 


MODEL 41-AA 


RELIANCE nypraulic stretcHer 


Balanced top is quickly adjusted 
to TRENDELENBERG position 


Ease, Simplicity, Speed — all constitute benefits from the labor-saving features found 
in Model 41-AA and all RELIANCE Stretchers, as shown above in the simple 
to adjust Trendelenberg action. Head end also raises in the same manner, without 
clamping, fastening or fitting into notches—no hand wheels to crank up. 
For patient: minimum movement, maximum comfort. 
For hospital staff: little effort, great time-saving. 

Practical in receiving room, emergency room, 

shock therapy treatment, recovery room. 


MODEL 25-AA 
RELIANCE ALL-PURPOSE STRETCHER 


PRECIOUS NURSE-HOURS 
SAVED! PATIENT 
MOVEMENTS 
SHARPLY 
REDUCED! 


Patient’s comfort is emphasized as nurses’ valuable time is conserved. From emergency 
to operating room, to bed, patient moves quickly, quietly with minimum handling. 
Upholstered in high-grade leatherette, or —vupon request—in conductive rubber. 


See these models at your RELIANCE—best since 1898 
KOENIGKRAMER CO. 


write f hure 
rite for broc ° AY Dept. H-1016, 96 Caldwell Drive, 
Cincinnati 16, Ohio 


F. & F. KOENIGKRAMER CO., Dept. H-1016, 96 Caldwell Drive, Cincinnati 16, Ohio 


Please send me: { ) No. 41-AA Brochure 
{ ) No. 25-AA Brochure 
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succeeded admirably in achieving 
his stated purpose and I am sure 
his efforts will be appreciated by 
hospitals everywhere. 

Hospitals have been put on no- 
tice that they are facing a clear 
and present danger. They have 
been given sound and well con- 
sidered advice and guidance. They 
have been urged to reevaluate the 
legal status of their hospital for- 
mulary system. Such action is im- 
perative now. The penalty for de- 


lay could be severe.—AvucustT H. 
‘GROESCHEL, M.D., associate direc- 


tor for professional services, New 


York Hospital, New York City. 


1960 hospital 


administrative residents 


Following is a listing of students 
who have completed their class- 
room work in hospital administra- 
tion and have been assigned to 
residencies. This is a conclusion of 
a listing begun in the July 1 issue 


STATE UNIVERSITY OF IOWA residents and staff are (from left) seated: Kenneth J. Shouldice 
(instructor); Gerhard Hartman, Ph.D. (program director); Leon |. Gintzig (assistant professor); 
William A. Mclees (assistant professor). Second row: James D. Russell; Eugene W. Arnett; 
Robert D. Schabacker; Kenneth W. Cook Jr.; Richard D. Green; James H. Cavanaugh. Third 
row: Gary E. Larson; Thomas Lietzke; Warren Kegerreis Jr.; Ronald $. Eggers; Milton Holmgrain; 
Fredrich W. Hageboeck. Fourth row: Dana F. Bamford; William L. Lillibridge; Keith D. Ketelsen; 
Keith D. Blayney; Ted R. Roberts; Howard W. Houser. 


STATE UNIVERSITY OF IOWA 


Program director: Gerhard Hartman, 
Ph.D. 


ARNETT, Eugene W., to Harold 
M. Coon, M.D., administrator, Mil- 


-waukee (Wis.) County Hospital. 


BamMForD, Dana F., to S. F. Mas- 
son, director, Rockford (Ill.) Me- 


morial Hospital. 

BLAYNEY, Keith D., to John F. 
Latcham, administrator, Trumbull 
Memorial Hospital, Warren, Ohio. 

CAVANAUGH, James H., to John 
Kauffman, administrator, Princeton 
(N.J.) Hospital. 

Cook, Kenneth W. Jr., to Mrs. 

(Continued on page 132) 


of this Journal. 


THE COMPLETE 

PACKAGE FOR 

HANDLING THE 
DECEASED 


IN THE CONVENIENT 
DISPENSER OF SIX 


NO MORE SEARCHING e MORE 
Featured by these Leading... 


HOSPITAL SUPPLY DISTRIBUTORS 


throughout the United States and Canada 


A. S. Alee Ce. American Hospital Supply Corp. 
E. F. Mahady Co. Meinecke & Co., Inc. 
Physicians and Hospitals Supply Co., Inc. 

Will Ross, tac. Ingram. Bell, Ltd. _ (Canada) 


READY FOR IMMEDIATE. USE 


7a is the time saving procedure for 
easier, cleaner and faster handling of the deceased 


Each SHROUDPAC KIT contains — 


@ Opaque-Hospital White-Linen 
Ly 


Weave-Plastic Shroud Sheet 
. Contact Your Distributor 


@ Chin Strap @ identification Tags 
SHROUDPAC is an exclusive 


> @ Cellulose Pads @ Tie Tapes 

@ Polythelene bag for personal belongings. 
product of Potten Mell, inc. 
CHICAGO 47, ILLINOIS 


For Further Information . 


PATTON HALL, INC. 
2265 W. ST. PAUL AVE. e 
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Will YOu GET YOUR FAIR SHARE 


of an estimated 
$7700,000,000: 


® @ @ involuntary support which will be 
given to non-profit hospitals in the 
United States during the next year? 


Your chances depend largely on expert 
presentation of your needs and a well- 
conceived, professionally conducted 
fund-raising appeal. 


Our years of experience as fund-raising 
counsellors and capital fund campaign 
directors can prove of value in helping 
your institution make the most of its 
fund-raising potential. We will be 
happy to meet with you... no 
obligation, of course. 


on 


AAFRC figures 


JOHN F. RICH COMPANY 
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Applications,” 

e Doctor said. . 

for room 402. 

Ir s the hot water bottle... 

y what else? “And 

please change hourly, the 

2 24 hours through.” Let 

he of the rheumatics and 

sprains nestle in blessed 

relief ... With deep, 

I bottle heat for his 

pains. Tis heaven-sent 

I relief, barring a leaky bag 

or two. Too soon cooled! 

“Refi, please.” Run, run 
bad $ poor nurse to do? 

wait. Here’s 
somet hing new! 


aquamati B= 


Saves nurses as much as 86 per 1°F. Norefilling during use. Aqua- 
cent of working time on dry and matic K.pad molds to body con- 
moist heat treatments. K.pad __ tour for highest efficiency. Various 
adapts to all thermal therapy ... __ sizes and shapes, including one for 
easier, faster, safer than methods post-natal care. Write: Gorman- 
employing hot water bottles, heating Rupp Industries, Inc., or call your 
pads or ice bags. “Set and forget,” American Hospital Supply 
temperatures remain constant to _—representative. 


GORMAN-RUPP INDUSTRIES, INC., BELLVILLE, OHIO 


DISTRIBUTED NATIONALLY BY AMERICAN HOSPITAL SUPPLY CORP. 
OCTOBER 16, 1960, VOL. 34 131 


= 
+ 
| 
af 
| 
4 
| | | 
| 
| | \ ¥ 
| 
| | 
ig! 


fae 


> 
4 


= 


= 


fi 


4 


NAVAL SCHOOL OF HOSPITAL ADMINISTRATION staff — 
graduates and staff assistants are, (from left) first row (staff officers): 
Lt. A. J. Zseltvay Jr., MSC, USN; Lt. J. Feith, MSC, USN; Lt. M. J. 
Brown, MSC, USN; Lt. M. D. Bergquist Jr., MSC, USN; Lt. Comdr. 
D. A. Wade, MSC, USN; Comdr. Calvin F. Johnson, MSC, USN 
{school commanding officer); Lt. Comdr. H. J. Civiello, MSC, USN; 
Lt. Comdr. C. F. Dinwiddie, MSC, USN; Lt. W. J. Green Jr., MSC, 
USN; Lt. W. E. Bean, MSC, USN; Cmsw. C. A. Murphy, USN. Second 
row: Lt. Fred W. Gans Jr., MSC, USN; Lt. Francis C. Pittington, 
MSC, USNR; Lt. Lovis D. Hightower Jr., MSC, USN; Lt. Walter A. 
Anderson, MSC, USN; Lt. Harry J. Clark (MAD) Royal Canadian 
Navy; F/O J. Calvert Rowles, Royal Canadian Air Force; Lt. Chi 
Yong Kim, Republic of Korea Navy; Lt. (jg) Russel P. VanHooser, 
MSC, USN; Lt. William E. Arns, MSC, USN; Lt. Wilbur R. Drake, 
MSC, USN; Lt. Jack H. Gehring, MSC, USN. Third row: Lt. (jg) 
Gienn M. Ellis, MSC, USN; Lt. (jg) Terrence J. McAuliffe, MSC, USN; 
Lt. J. Michael O'Neill, MSC, USN; Lt. Lowell B. Tedder, MSC, USN; 
Lt. Charles M. Hine, MSC, USN; Lt. James M. Sanders Jr., MSC, 


Helen L. Rosenwald, administrator, 
St. Luke’s Hospital, St. Paul. 


EccerS, Ronald S., to Louis B. 
Blair, superintendent, St. Luke’s 


USN; Lr. Charles A. Holston, MSC, USN; Lt. John L. Shue, MSC, 
USN; Lt. (jg) Victor A. Swindall, MSC, USN; Lt. (jg) Charles T. 
Stephens, MSC, USN; Lt. Chester A. DeCesaris, MSC, USN; Lt. Billy 
D. Harvey, MSC, USN. Fourth row: Lt. Robert L. Hartley Jr., MSC, 
USN; Lt. William E. Whitlock, MSC, USN; Lt. (jg) Harley L. Heaton, 
MSC, USN; Lt. (jg) William M. Leadford, MSC, USN; Lt. Clyde O. 
Wimberly, MSC, USN; Lt. (jg) Gerald B. Ford, MSC, USN; Lt. Lloyd 
B. Nichols, MSC, USN; Lt. James T. Woodham, MSC, USN; Lt. (jg) 
Forrest D. Stitzel, MSC, USN; Lt. Thomas L. McGehee, MSC, USN; 
Lt. (jg) Richard B. Bolton, MSC, USN. Fifth row: Lt. (jg) Henry D. 
Littnmer, MSC, USN; Lt. Fred E. Liedtke, MSC, USN; Lt. (jg) Eugene M. 
Bryant Jr., MSC, USN; Lt. John S. Murphy, MSC, USN; Lt. Harold E. 
Daniel, MSC, USN; Lt. (jg) James Seminara, MSC, USN; Lt. (jg) John 
A. Zimmeht Jr., MSC, USN. Sixth row (staff): Charles R. Foster Jr., 
HM1, USN; John E. McNeely, HM1, USN; C. W. Fry, HMC, USN; 
F. G. Bruinsma, HMCA, USN; A. E. Rasmussen, HMC, USN; L. E. 
Worsham, HMC, USN; Kenneth L. Stout, HM2, USN. 


Methodist Hospital, Cedar Rapids, 
lowa. 
GREEN, Richard D., to Roland B. 


service life. 
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cleaned floors. 


for catalog. 


WRINGER, INC. 
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Don’t Mop Hospital Floors 
Nos. with Dollar Bills! 


Save money-— save time 
with flexible, efficient 
GEERPRES Mopping Outfits 


If you’re not using a GEERPRES mopping 
outfit, floor cleaning is probably costing you 
more than you think. Only GEERPRES has 
the design features and rugged construction 
to save costly labor time, give maximum 


Wringers give you powerful, uniform 
squeezing action—wring mops dry, quickly, 
easily, smoothly, in single operation. Pat- 
ented design keeps splash and spray off 
Electroplated wringers, 
galvanized buckets end rust—last for years. 
Mops last longer because wringers cannot 
twist, tear, tangle. Ask your jobber or write 


Enos, administrator, Schoitz Me- 
morial Hospital, Waterloo, Iowa. 

HAGEBOECK, Fredrich W., to 
Clyde C. Gelwick, Boulder (Colo.) 
Medical Center. 

HoOLMGRAIN, L. Milton, to Allen 
Hicks, administrator, Pekin (Ill.) 
Public Hospital. 

Houser, Howard W., to Elwood 
Opstad, administrator, Huntington 
(N.Y.) Hospital. 

KEGERREIS, A. Warren Jr., to 
Robert G. Boyd, director, Morris- 
town (N.J.) Memorial Hospital. 

KETELSEN, Keith D., to Vernon 
T. Spry, administrator, Methodist 
Hospital, Minneapolis. 

LARSON, Gary E., to Paul R. Han- 
son, administrator, Emanuel Hos- 
pital, Portland, Ore. 

LIETZKE, E. Thomas, to L. S. 
Rambeck, administrator, Univer- 
sity Hospital, University of Wash- 
ington, Seattle. 

LILLIBRIDGE, William L., to Ger- 
hard Hartman, Ph.D., superinten- 
dent, University of Iowa Hospitals, 
Iowa City. 

ROBERTS, Ted R., to J. Gordon 
Spendlove, M.D., manager, Veterans 
Administration Hospital, Iowa City. 

RUSSELL, James D. M., to N. E. 

(Continued on page 134) 
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FLOOR-KING 
MOPPING OUTFIT 


NEW CHALET room furniture by Royal is your best investment. Cases are sound-deadened and sealed against dust. Stainless steel 
The furniture with the built-in future, Chalet is the latest of Royal’s drawer pulls are fully recessed. There are no screws to loosen or 
complete lines for hospitals and nursing homes. So durable, it’s guar- come out on pulls—or on backs and side panels. Exterior frame in 
anteed for 10 years; so economical, it pays to buy now. Sturdy O-frame Satin Chrome or Plastelle enamel, interchangeable tops, legs, panels 
construction assures rigid durability and maintenance-free service. and drawer fronts all assure you of carefree beauty that wil! last. 


Chalet’s Four-Drawer Dresser Desk makes the most of room space with good 
looks and strength to spare. Self-edge Royaloid top defies damage and wear. 
Write for full information. ROYAL METAL MANUFACTURING COMPANY, Dept. 
27-J One Park Avenue, New York 16, N. Y. In Canada—Galt, Ontario. SHOW- ® 

ROOMS: New York, Chicago, Los Angeles, San Francisco, Seattle; Galt, Ontario. HOSPITAL @ FURNITURE 
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PATIENTS 

PRO-GAP 


by SEAMLESS 


We know why doctors and nurses 
like PRO-CAP adhesive . . . there’s 
no slipping, minimum irritation, 
and it’s easy to handle . . . PRO- 
CAP pulls off the roll easily, sticks 
faster and stays stuck. Patients, 
too, like PRO-CAP because it stays 
firmly in place as long as needed— 
without itching—and leaves no 


‘gummy residue. 


PRO-CAP, the adhesive contain- 
ing fatty acid salts*, gives your doc- 
tors, nurses, and patients the most 
efficient, comfortable and econom- 


ical quality tape available. 


*Zinc propionate; zinc caprylate. 
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Hansnus, administrator, Luther 
Hospital, Eau Claire, Wis. 

SCHABACKER, Robert D., to Ger- 
hard Hartman, Ph.D., superintend- 
ent, University of Iowa Hospitals, 
Iowa City. 


NAVAL SCHOOL OF HOSPITAL 
ADMINISTRATION 


School commanding officer: Comdr. 
Calvin F. Johnson, MSC, USN 


ANDERSON, Lt. Walter A., MSC, 
USN. 

Arns, Lt. William E., MSC, USN. 

BoLton, Lt.(jg) Richard B., 
MSC, USN. 

BRYANT, Lt.(jg) Eugene M. Jr., 
MSC, USN. 

CLARK, Lt.(MAD) Harry J., 
Royal Canadian Navy. 

DANIEL, Lt. Harold E., MSC, 
USN. 

DeECEsarIs, Lt. Chester A., MSC, 


DRAKE, Lt. Wilbur R., MSC, 
USN. 

ELLIs, Lt.(jg) Glenn M., MSC, 
USN. 

Forp, Lt.(jg) Gerald B., MSC, 
USN. 

Gans, Lt. Fred W. Jr., MSC, 
USNR. 

GEHRING, Lt. Jack H., MSC, 
USN. 

HARTLEY, Lt. Robert L. Jr., 
MSC, USN. 

HarVEY, Lt. Billy D., MSC, USN. 

HEATON, Lt.(jg) Harley L., MSC, 
USN. 

HIGHTOWER, Lt. Louis D. Jr., 
MSC, USNR. 

HIneE, Lt. Charles M., MSC, USN. 

HoutstTon, Lt. Charles A., MSC, 
USN, 

Kim, Lt. Chi Yong, Republic of 
Korea Navy. 

LEADFORD, Lt.(jg) William M.., 
MSC, USN. 

LIEDTKE, Lt. Fred E., MSC, USN. 

LITTNER, Lt.(jg) Henry D., MSC, 
USN. 

McAULIFFE, Lt.(jg) Terrence J., 
MSC, USN. 

McGEHEE, Lt. Thomas L., MSC, 
USN. 

Murpuy, Lt. John S., MSC, 
USN. 

NICHOLS, Lt. Lloyd B., MSC, 
USN. 

O’NEILL, Lt. J. Michael, MSC, 
USN. 

PITTINGTON, Lt. Francis C., MSC, 
USNR. 

RowLEs, F/O J. Calvert, Royal 
Canadian Air Force. 

SANDERS, Lt. James M. Jr., MSC, 
USN. 

SEMINARA, Lt.(jg) James, MSC, 
USN. 


FUNCTIONALLY 
FOR 


NEW LAMINO 


by SEAMLESS 


New Lamino pads afford the ideal bal- 
ance of cellulose for spreading drainage 
and high-grade cotton for greatest ab- 
sorbency. The new stitched gauze cov- 
ering provides a soft surface, yet is 
remarkably strong even when wet. 
This unique construction contains 
drainage, without puddling, more effi- 
ciently than with other pads, and sim- 
plifies handling after use. For moderate 
drainage, single Lamino pads, with 
nonabsorbent cotton to protect bed 
linens, can be used alone. For heavy 
drainage, several “all-absorbent”’ 
Lamino pads are recommended. 

Lamino pads are available in various 
sizes, or in rolls 8’”’ x 20 yds. when pads 
of many different lengths are required. 
See your hospital supplies dealer about 
sizes and quantity prices. 


HOSPITAL DIVISION 


THE SEAMLESS RUBBER COMPANY 
NEW HAVEN 3, CONN. 
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Sms, Lt. John L., MSC, USN. 

STEPHENS, Lt.(jg) Charles T., 
MSC, USN. 

STITZEL, Lt.(jg) Forrest D., MSC, 
USN. 

SWINDALL, Lt.(jg) Victor A.., 
MSC, USN 

TEDDER, Lt. Lowell B., MSC, 
USNR. 

VANHOOsER, Lt.(jg) Russel P., 
MSC, USN. 

WHITLOCK, Lt. William E., MSC, 
USN. 

WIMBERLY, Lt. Clyde O., MSC, 
USN. 

WoopHAM, Lt. James T., MSC, 
USN. 

ZIMMEHT, Lt.(jg) John A. Jr., 
MSC, USN 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


ALABAMA 
U. S. Army Hospital, Redstone Arsenal 
ARIZONA 


Benson Hospital, Benson 
Community Hospital in Chandler, Chandler 
U. S. Army Hospital, Navajo Ordnance 
Depot, Flagstaff 
U. S. Army Hospital, Fort Huachuca 
Payson Clinic-Hospital, Inc., 
Palo Verde Tucso 
S. Army Hospital, ee Test Station, 
Yuma 
CALIFORNIA 
U~. Army Hospital, Camp Irwin 
U.S Ney Hospital, Fort MacArthur 
U. S. Army ospital, Sierra Ordnance 
Depot, Herlong 
The Westwood, Los Angeles 
—s Hospital and Sanatorium, Mon- 


ovia 
Mission Road Sanatorium, Niles 
wy Hospital of Santa Cruz, Santa 
South Coast Community Hospital, South 
Laguna 


Hillsborough Hospital and Nursing 
Home, Tampa 


Lane County Hospital, D ‘Dighton 


Haynesville General Hospital, Haynesville 
Welsh General Hospital, Welsh 
MICHIGAN 
General Hospital Company of Iron River 
District, Stambaugh 
NEW YORK 
U. S. Army, er APO 403, New York 
LAHOMA 


Bartlett Memorial Hospital, Sapulpa 
SOUTH DAKOTA 
U. S. Army Hospital, Black Hills Ordnance 
Depot 


U. S. Army Hos ital Wolters 
Gulf Coast Medical Foundation, Wharton 


U. S. Army Hospital, Dugway Proving 


Ground 
WASHINGTON 
U. S. Army Hospital, Camp Hanford, North 
Richland 
5010th USAF Seattle 
ISCONSIN 


St. Mary’s Kewaunee Area Memorial Hos- 
pital, Kewaunee 
CANAL ZONE 
U. S. Army, Caribbean, Fort Amador 
CANADA 


I1.0.D.E. Memorial Hospital and Essex 
County Ont. 


Ministerio de Asistencia Social y Salud Pub- 
lica, Buenos Aires, Argentina 

U. S. Technical Cooperation Mission to 
India, New Delhi, India 

Hospital Santa Martarita, Guadalajara, 
Mexico 

United States Operations Mission to Thai- 
land, Bangkok, Thailand 


(Continued on page 136) 
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On The Spot! 


Simple sheet of sterile Patapar is used as a drape to 
keep perspiration and contaminants from migrating. 


e Patapar Vegetable Parchment + sterile 
scissors + the ingenuity required to cut 
out a paper doll can remove all the 
limitations imposed by the use of cloth 
in sterilization. This absolutely pure 
(FDA Accepted), Vegetable Parchment 
can be cut and shaped to cover or iso- 
late incision and wound areas duriiig an 
operation. It can be tailored precisely, 
ahead of time, to meet specific needs. 
And, of course, Patapar is becoming 
increasingly popular as ready made 
boots, bags and other items. 


Patapar possesses amazing wet strength. 
It will transmit steam or sterilizing gas. 
It can be creped to make it limp... or 
it can be used in its smooth, crisp state. 
It is tough, lint-free and it presents an 
impenetrable barrier to contaminants. 
Patapar can be used more than once— 
butit’s economical enough for one-time use. 


Send for free samples of Patapar 27-2T. 
When you receive them, subject them to steam, 
heat, weight, pulling, tearing, or what have you 
—and your imagination will tell you the rest! 


par. 
Conforms To Sterilization Needs 
As Fast As They Occur. . . 


A ready-made sterile Patapar catheter bag 
makes it easy to prevent non-sterile contact. 


Ready-made Patapar disposable operating 


room boots. They 
moistening 


“Something Special In Papers” 


are grounded by simply 
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HOSPITAL AUXILIARIES 


Auxiliary of Bates Memorial Hospital— 
Bentonville, Ark. 
St. Francis Hospital Auxiliary—Miami 
Beach, Fla. 
Auxiliary of Marymount Hospital—London, 
y 


Auxiliary of Humphreys County Memorial 
Hospital—Belzoni, Miss. 

Trinity Lutheran Hospital Auxiliary—Kan- 
sas City, Mo. 

Sunrise Hosptial Women’s Auxiliary—Las 

Vegas, Nev. 


' John Burns Memorial Hospital Guild I and 


II—Belle Fourche, S. Dak. 


Women’s Auxiliary Hotel Dieu, El Paso, 


Tex. 


Association section 
(Continued from page 73) 


for use in the hospital or for trans- 


fer to other hospitals faced with 
mass casualty care. Hospitals will 
be better prepared to meet a dis- 
aster in communities where two or 
more hospitals exist if they coor- 
dinate their individual disaster 
plans. 

C. Medical field service—Medi- 
cal field teams should be organized 
from the regular personnel of the 
hospital. Field emergency kits 
should be made a permanent part 
of the hospital’s emergency disas- 
ter supplies. Medical field teams, 
supplied with emergency kits, 
should be alerted for prompt dis- 


patch at the first report of a dis- 
aster, if called for by local safety 
forces or by a hospital located 
in the disaster area. 

5. Responsibilities of the Salvation 
Army and its local service units. The 
Salvation Army is a religious and 
charitable movement, finding its 
expression in a desire to alleviate 
human distress wherever found. 
It is not primarily an emergency 
disaster relief organization but, by 
tradition and inclination, usually 
finds itself serving at the point of 
greatest need during the emer- 
gency period of a disaster. 

A. Scope and Range—The Sal- 
vation Army is nationwide in scope 
but does not have the vast re- 
sources of a national disaster relief 
fund and cannot, therefore, carry 
through the long-term job of re- 
habilitation involving expenditures 
of large sums of money, its pri- 
mary service being on an emer- 
gency basis. The network of varied 
programs for human betterment 
is so geared as to be readily avail- 
able for emergencies. Trained per- 
sonnel is ready to give essential 
relief where needed. 

B. Types of Service—The Salva- 


GUARANTEE OF 
COMPLETE SATISFACTION! 


© HYPOsterile Disposable & Needle 
HYPOstainiess Specialty Needles 

HYPO Clinical Thermometers 

HYPO Standard Syringes 

HYPO Interchangeable Springes 

© HYPOstainiess Needles 


HYPOstainiess Sterile Disposable Needles 
= In Luer-Lock, Round Hub 

"HYPO"... 
MILLIONS IN USE THROUGHOUT THE WORLD 


With Te PO* Seal Of 


. Finest Quality Throughout, Popular-Priced For Greater Economy! 


In Standard, Luer-Lock Disposabie, Round Hub Disposable \\ 
AN 


Sold By Leading Surgical Supply Dealers Everywhere! 


SURGICAL SUPPLY CORP. | 


tion Army has traditionally ren- 
dered emergency disaster service 
integrated with the total commu- 
nity welfare plan in the following 
areas to the extent these resources 
are available: 

Usual Emergency Services: (1) 
Service to disaster workers; (2) 
feeding (mass and individual); 
(3) housing (mass and individ- 
ual); (4) clothing distribution; 
(5) spiritual ministry. 

Other Emergency Services: (1) 
Registration and identification; (2) 
casework services; (3) furniture 
and bedding; (4) household needs; 
(5) personal services (writing let- 
ters, sending telegrams); (6) as- 
sisting in clean-up following flood 
or hurricane. 

C. Limits of Service—One of the 
strengths of the Salvation Army is 
its adaptability in disaster situa- 
tions. It must exercise caution to 
avoid any attempt to cover needs 
which might best be met through 
other means. The Salvation Army 
resources vary widely from one 
community to another. In some 
communities personnel and facili- 
ties may be already taxed to the 
limit of capacity, while in other 
localities more extensive programs 
may provide important contribu- 
tions toward disaster planning. 

6. implementation of cooperative un- 
derstanding. Copies of this State- 
ment of Understanding will be dis- 
tributed by the American Hospital 
Association to all its member hos- 
pitals and by the Salvation Army 
to all its centers of operation. Pub- 
licity will be given to this docu- 
ment by both organizations in the 
interest of cooperative planning for 
the prompt and efficient manage- 
ment of disasters wherever they 
may occur. 


The following action was taken 
by the Board of Trustees of the 
American Hospital Association at 
its meetings in San Francisco Aug. 
27-Sept. 1, 1960. 


VOTED: To approve the recom- 
mendations of the Committee on List- 
ings for listing of hospitals and of 
inpatient care institutions other than 
hospitals. 


HOSPITALS ACCEPTED FOR LISTING 


ALABAMA 
Bibb County, Centreville 
Flowers, Dothan 
Moody, Dothan 
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FORMULA 


Sound infant nutrition and economy 
of hospital personnel time 
in the formula room and nurseries 


HOSPITAL SERVICES 


MATERIALS AVAILABLE FOR: 
Nursing education m Pediatric service = 
Nursery formula preparation m= Formula 
room-nursery communication system 
Mother instruction 


= information can be 
ned from your Similac 
Representative or dir ct from 


> ROSS LABORATORIES 
Columbus 16, Ohio 
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Kilby Prison, Hospital Unit, Mont- 
gomery 

Good Samaritan, Selma 

_ New Vaughan Memorial, Selma 

CALIFORNIA 

Coalinga District, Coalinga 

Wheeler, Gilroy 

Holly Park, Hawthorne 

Healdsburg General, Healdsburg 

King City, King City 

Federal Correctional Institution, 
Lompoc 

Hassler Health Home, Redwood 
City 

Palm Drive, Sebastopol 

Westminster, Westminster 

Wilmington Community, 
mington 


Wil- 


COLORADO 
Wardenburg Student Health Cen- 
ter, Boulder 


GEORGIA 
Bremen General, Bremen 
Brady County, Cairo 
Terrell County, Dawson 
Button Gwinnett, Lawrenceville 
Stewart-Webster, Richland 
Meriwether Memorial, Warm 

Springs 


IDAHO 
Schlitz Memorial, American Falls 
West Shoshone General, Kellogg 
Benewah Community, St. Maries 
Twin Falls Clinic Hospital, Twin 
Falls 
Memorial, Weiser 


ILLINOIS 


Keeley Institute, Dwight 

Fairbury, Fairbury 

Illinois State Penitentiary, Hospi- 
tal Unit, Pontiac 

Illinois State Penitentiary Tuber- 
culosis, Pontiac 

Livingston County Sanatorium, 
Pontiac 

St. James, Pontiac 

Allen’s Baptist Sanitarium, 
Robinson 

Griffy Eye and Ear Infirmary, 
Robinson 

Schmidt, Robinson 

Shelby County Memorial, Shelby- 
ville 

Douglas County Jarman Memorial, 


Tuscola 
INDIANA 


Dearborn County, Lawrenceburg 
Jasper County, Rensselaer 
Community, Williamsport 


ues 


The MOORE 
KEY CONTROL® 
System 
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P. O. Moore, INC., Glen Riddle 43, Pa. 


FREE—send today! Wt 


Send FREE TELKEE booklet 
NAME 


FIRM 


FREE TELKEE booklet an- 
swers that question for you; 
shows how TELKEE saves you 
time and money, gives you new 
convenience. 


STOPS time wasted locating lost 
or borrowed keys 


MINIMIZES expensive lock re- 
placement and repairs 


ORGANIZES all your keys in 
one orderly system 


What’s more, TELKEE guaran- 
tees maximum security and pri- 
vacy—keeps keys in authorized 
hands, always. 


Offices, factories, stores, schools, 
housing, hospitals . . . there’s a 
TELKEE System to fit every 
size and type of application. 
TELKEE solves every key prob- 
lem, efficiently, inexpensively. 


ADDRESS. 


1OWA 
Muscatine General, Muscatine 


KANSAS 
Anthony Hospital and Clinic, 
Anthony 
KENTUCKY 
Harlan, Harlan 
Hyden Hospital of the Frontier 
Nursing Service, Hyden 
Estill County, Irvine 


LOUISIANA 


St. Charles, Luling 
St. Anne’s, Raceland 
MARYLAND 

Presbyterian Eye, Ear, and Throat, 
Baltimore 

Western Maryland State, Hagers- 
town 

MICHIGAN 

Community, Almont 

Cranbrook School Infirmary, 
Bloomfield Hills 

Elliott Hall, Detroit 

Maple Grove Medical Care Facility, 
Grand Rapids 

McPherson Community Health 
Center, Howell 

Leelanau Memorial, Northport 

Community General, Northville 

Hawthorn Center, Northville 

Wayne County Training School, 
Northville 

Oakland Center, Royal Oak 

Saline Community, Saline 


MINNESOTA 

Arlington Municipal, Arlington 

Caledonia Community, Caledonia 

Comfrey, Comfrey 

Sanford, Farmington 

Harmony Community, Harmony 

Village of Heron Lake Municipal, 
Heron Lake 

Lakefield Municipal, Lakefield 

Redwood Falls Municipal, Redwood 
Falls 

Springfield Community, 
field 

Spring Grove, Spring Grove 

Triumph-Monterey Community, 
Trimont 

Watertown Community, Water- 
town 

Saint Mary’s Hospital and Home, 
Winsted 


Spring- 


MISSOURI 
Memorial Community, Jefferson 
City 
NEW JERSEY 


Simon John McPherson Infirmary, 
The Lawrenceville School, Law- 
renceville 

Student Health Service, Hospital 
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.-- IT’S THE FINEST OF ITS KINDI 
for quality, durability... for assured patient comfort! 


The most versatile, new wheel stretcher de- 
signed for convenience and protection of the 
patient. This low cost recovery room wheel 
stretcher combines all the important fea- 
tures of the standard wheel stretcher with 
those requirements so necessary in new, 
hospital recovery rooms. It is equipped with 
two swivel fork locks, two brakes, blanket 
shelf and conductive rubber tires. Side rails 
can be raised to two positions or lowered 
entirely out of the way. The intravenous 
attachment has sockets on each side of the 


GENDRON ...FOR OVER 85 YEARS THE QUALITY MANUFACTURER 


litter, and a durable hydraulic lift for 
Trendelenberg position elevates approxi- 
mately 12 inches. 72’ long, 30’ wide and 
33%’ from the floor, the Gendron stretcher 
is made with sturdy, welded tube construc- 
tion and conductive aluminum bronze finish. 
Wheels: 10’ diameter, disc type ball bear- 
ing. Ball bearing swivel forks. 1%” con- 
ductive rubber tires. Model 869, same, ex- 
cept of stainless steel at additional cost. 

rite today for Gendron’s complete catalog. 


OF WHEELED EQUIPMENT FOR THE PATIENT OR THE HANDICAPPED 


INVALID COMMODES- INVALID WALKERS 


WHEEL 


Model 868 Recovery Room 
Whee/ Stretcher With Accessories 


WHEEL STRETCHER THE 
| GENDRON 
WHEEL COMPANY 
PERRYSBURG, OHIO 
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Unit, Rutgers, The State Uni- 
versity, New Brunswick 


-Pascack Valley, Westwood 


NEW MEXICO 
Nazareth Sanatorium, Albuquerque 
NEW YORK 
Flatbush General, Brooklyn 
Clinton Prison General and Tuber- 
culosis, Dannemora 
NORTH CAROLINA 


North Carolina Cerebral Palsy, 


Durham 


Central Carolina Convalescent, 


Greensboro 
Hickory Memorial, Hickory 


Roanoke Rapids, Roanoke Rapids 
OHIO 
Wadsworth Municipal, Wadsworth 
OKLAHOMA 
General, Hobart 
OREGON 
Gresham General, Gresham 
Newberg Community, Newberg 
Mid-Columbia Home, The Dalles 
SOUTH CAROLINA 
Coleman-Airmar Clinic, Dar- 
lington 
Brewer Hospital of Greenwood 
County, Greenwood 
Kelley Memorial, Kingstree 
Martin, Mullins 


Le, 


There is more 


\ to Fund-Raising 


than Raising Funds \ 


When a hospital must raise money for new or 
expanded facilities, those in charge face the 
problem of raising the funds in a manner that 
will not endanger the hospital’s standing and 
respect in the community. 

The solution is to utilize the services of an 
experienced, reputable fund-raising firm. One 
that has proven many times through the years 
that it can achieve maximum financial support 
and, at the same time, build lasting good will 
and a larger, more interested constituency. 

More than 80% of the appeals conducted by 
Ward, Dreshman & Reinhardt are “repeat” en- 
deavors for clients wholly satisfied on previous 
appeals. This firm has convincingly demon- 
strated in over 400 hospital campaigns directed 


_ during the past half century that there is more 


to fund-raising than raising funds. Your hospi- 
tal need not settle for less. 


Consultation without cost or obligation 


| WARD. DRESHMAN & REINHARDT | 
BUREAU OF HOSPITAL FINANCE 


30 Rockefeller Plaza « New York 20, N. Y. 
Telephone Clrcle 6-1560 


Mullins, Mullins 
Hampton County, Varnville 
SOUTH DAKOTA 
Gettysburg Memorial, Gettysburg 
Holy Infant, Hoven 
Ipswich Community, Ipswich 
Mobridge Community, Mobridge 
Platte Community, Platte 
Community Memorial, Redfield 
TEXAS 
Chambers Memorial, Anahuac 
Angleton Clinic and Hospital, 
Angleton 
Matagorda General, Bay City 
Lillie-Duke, Baytown 
Thomas Memorial, Beeville 
Blanco Clinic, Blanco ° 
Allen Clinic, Burnet 
Newton Memorial, Cameron 
St. Edwards-Rischar Memorial, 
Cameron 
Navarro County Memorial, Cor- 
sicana 
Medical Center, Garland 
Mauritz Memorial Jackson County, 
Ganado 
Childress Clinic, Goldthwaite 
Goliad County, Goliad 
Northwest General, Houston 
Spring Branch Memorial, Houston 
Roy H. Laird Memorial, Kilgore 
Mercedes, Mercedes 
Calhoun County Memorial, Port 
Lavaca 
Refugio County, Refugio 
Sinton, Sinton 
Eldridge Memorial, Sugar Land 
Danforth Memorial, Texas City 
Glenwood Clinic, Tyler 
Caney Valley, Wharton 
UTAH 
Beaver County, Milford 
Sanpete Latter-day Saints, 
Pleasant 
VIRGINIA 
Culpeper, Culpeper 
Waddell Hospital and Clinic, Galax 
Community House, Hot Springs 
Lee Memorial, Marion 
WASHINGTON 
Tri-County, Deer Park 
WEST VIRGINIA 
Grant Memorial, Petersburg 
Pleasant Valley, Point Pleasant 
Hampshire Memorial, Romney 
WISCONSIN 
Barron Community Memorial, 
Barron 
Adams County Memorial, Friend- 
ship 
St. Mary’s Kewaunee Area Memo- 
rial, Kewaunee 
WYOMING 
Johnson County Memorial, Buffalo 
South Big Horn County, Greybull 
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Full line of rugged hospital pumps 
for continuous, trouble-free operation... 


Dia-Pump aspirator (model EFA) with 
Micro-Filter for vacuum to 22” Hg. 


Model EF compressor-aspirator. Each AiR-SHIELDS Dia-Pump is equipped with the 
unique Micro-Filter for safe, pathogen-filtered operation. 


An Air-Shields Dia-Pump* wherever 
suction or compressed air is needed 


Micro-Filter for pressures to 30 p.s.i. 


(Model X-4) with Micro-FILTER 
is designed for heavy-duty, con- 
tinuous operation. Stand with 
large conductive casters insures 
complete mobility. 


e Proved, guaranteed, accepted by many hospitals, each of the Dta-PumP 
compressor-aspirators is unconditionally guaranteed for one year! 


Write for additional information and specifications, or phone collect from any 
point in the U.S.A. A1rR-SHIELDS, INC., Hatboro, Pa., OSborne 5-5200. 


/ AIR-SHIELDS, INC 


Leaders in electronic research and engineering to serve medicine 


e Rugged—The “work-horse”’ DiA-Pump® is designed for continuous, heavy-duty 
| operation. 
New! e Trouble-free—This simple, diaphragm pump requires no oil—cannot “freeze”, 
Explosion- rust or jam—is always ready for use. 
Proof 1 oe Quiet—Special, sound-proof design insures quiet, smooth performance— 
D p plastic-coated frame and cushion mounts suppress vibration, hold 
UMP pump in place. 
| For use in the operating room the e 3 low-cost, portable models—in addition to the standard compressor-aspirator 
! respi | combination, AIR-SHIELDS now offers models for compressed air 
Dia-PUMP compressor-aspirator 
or for regulated suction only. 
| 
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Hot Springs County Memorial, 
Thermopolis 
INPATIENT CARE INSTITUTIONS 
OTHER THAN HOSPITALS 
ACCEPTED FOR LISTING 
ARIZONA 
Arizona State Elks Association, 
Tucson 
CALIFORNIA 
Hebrew Home for Aged Disabled, 
San Francisco 


COLORADO 
Bonnell Home, Greeley 
CONNECTICUT 
Flora and Mary Hewitt Memorial, 
Shelton 
ILLINOIS 
Washington Nursing Home, Wash- 
ington 
MINNESOTA 
Queen Nursing Home, Minneapolis 
MISSISSIPPI 
Mississippi Nursing Home, Jackson 
MISSOURI 
Bennett Manor, Inc., Kansas City 
Swope Ridge, Kansas City 
NEBRASKA 
Bethesda Home, North Platte 


NEW YORK 
St. Mary’s Hospital for Children, 
Bayside 


Arlington Manor Nursing Home, 
Oceanside 
Ramapo Manor Nursing Center, 
Suffern 
NORTH CAROLINA 
Salvation Army Home and Hos- 
pital, Durham 
Whispering Pines Convalescent 
Nursing Home, Fayetteville 
OHIO 
Marquis Nursing Home, Ravenna 
PENNSYLVANIA 
Philadelphia Home for Incurables, 
Philadelphia 
RHODE ISLAND 
Harlow House, Hope Valley 
WASHINGTON 
Valley View, Colville 


Service from headquarters 


(Continued from page 40) 


The size of extinguisher depends 
on the area it is expected to cover. 
A general rule is that one 2%- 
gallon water-type unit or its 
equivalent should be within 100 
feet travel distance of any point 
and that there should be at least 


NEW YORK CLEVELAND 


WASHINGTON 


We are pleased to announce that 


RICHARD J. STULL 


Formerly Vice President, Medical & Health Services 
at the University of California 
has joined us as 


Director, Health and Medical Administration Division 


BOOZ- ALLEN & HAMILTON 
Management Consullants 


CHICAGO 
DETROIT 


LOS ANGELES 


SAN FRANCISCO 


SEATTLE 
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one unit for each 2500 square feet 
of floor area or fraction there- 
of. The location of extinguishers 
would vary with the design of the 
building. 

The Hospital Safety Manual pub- 
lished by the American Hospital 
Association contains a good dis- 
cussion of fire extinguishers and 
their uses, including a fire extin- 
guisher location guide for the en- 
tire hospital. This manual is avail- 
able on loan from the library of 
the Association or may be pur- 
chased for $2 through the Order 
Control Division. 

Also, it would be well to consult 
local fire authorities and the hos- 
pital’s fire insurance carrier re- 
garding selection and placement of 
extinguishers. 

—EDWARD J. MILLER 


Hospital association meetings 
(Continued from page 11) 


5-7 Medical Record Librarians (Ad- 
vanced), Chicago (AHA Headquar- 
ters) 

5-8 Nursing Service Supervision, Roan- 
oke (Hotel Roanoke) 

12-14 Labor Relations, Chicago (AHA 
Headquarters) 

12-15 Hospital Design and Construction, 
Washington, D.C. (Park-Sheraton) 

26-31 American Association for the Ad- 
vancement of Science, Philadelphia 


JANUARY 


8 Puerto Rico Hospital Association, 
Santurce (Medical Association Bldg.) 

19-20 Alabama Hospital Association, Mont- 
gomery (Whitley Hotel) 

23-24 National Association of Private Psy- 
chiatric Hospitals, Scottsdale, Ariz. 
(Safari Hotel) 

30-Feb. 3 American Protestant Hospital As- 
sociation, Kansas City (Muehlebach 
Hotel) 


FEBRUARY 


2-4 American College of Hospital Ad- 
ministrators, Fourth Annual Congress 
on Administration, Chicago (Morrison 
Hotel) 

4-7 American Medical Association, Con- 
gress on Medical Education and Li- 
censure, Chicago (Palmer House) 

23-25 Louisiana Hospital Association, 
Shreveport (Captain Shreve Hotel) 


MARCH 


13-16 National Health Council, National 
Health Forum, New York (Waldorf- 
Astoria) 

16 Wisconsin Hospital Association, Mil- 
waukee (Schroeder Hotel) 

21-23 Kentucky Hospital Association, Lex- 
ington 

23-24 Georgia Hospital Association, Atlanta 
(Biltmore Hotel) 

27-29 New England Hospital Assembly, 
Boston (Hotel Statler) 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 


insertion. 


WANTED 


MANAGEMENT 
CONSULTANTS 


A management consulting firm 

ing men experienced in financial 
and procedures, and or- 
anization planning. 

e are seeking men with interests in the 

nonprofit field such as colleges, universi- 
ties and hospitals. 
Income opportunity is exceptionally good. 
If you have an analytical mind and like 
to work with management problems please 
send your resume in complete confidence 
to: Dept. 17-H, Box 226, Church Street 
Station, New York 8, N.Y. 


Part or full time EXCLUSIVE DISTRIBU- 
TOR FRANCHISE to sell medicine and 
Bin rex sup to doctors and hospi- 
ed for franchise, no cash, 
liquidating. Dignified profitable work, 
pressure, experience not required. 
ZIEGLER CORPORATION, 500 Franklin 
St., Buffalo 2, N.Y. 


FOR SALE 


4 Super Laundry Machinery 42 x 96” Un- 
loading 2 pocket 2 door washers—l1 Super 
Laundry Machinery 42 x 84” Unloading 2 
pocket 2 door Washer—1l1 American 42 x 
96” Unloading 4 Pocket 4 door Washer— 
1 Hoffman 42 x 84” Unloading 2 pocket 2 
door Washer—l1 American 42 x 54” Un- 
loading 2 pocket 2 door Washer—2 Ameri- 
can 60 x 126” 12 ket 12 door Washers— 
1 Ellis 54 x 120” 9 pocket 9 door Washer— 
4 American & Ellis 42 x 84” 2 pocket 2 
door Washers—other varied sizes—all ma- 
chines stainless or monel metal—AC, 220 
volt, 60 cycle, 3 phase. CHICAGO USED 
AND NEW LA RY EQUIPMENT CoO., 
INC., 3128 W. LAKE STREET, CHICAGO 
12, ILLINOIS, NEVADA 8-7763. 


CLINICAL COLOR CAMERA: Coreco 
Model #300 uses Bantam Film Size 828 
Kodachrome. Complete with 17 different 
applicators, etc. Original cost over $800.00 
sacrifice for $250.00. Microfilming Corpo- 
ration of America, 2 Liewellyn Avenue, 
Hawthorne, New Jersey. 


OBSERVE WITHOUT DISTURBING: Se- 
cretly—through transparent mirrors! Free 
information: One-Way Mirror; HB-1060; 
Box 625: Mt. Vernon, New York. 


POSITIONS OPEN 


MEDICAL RECORD TECHNICIAN, A.R.T., 
or equivalent, JCAH accredited 275 bed 
non-profit general type a currently 
under expansion program lary depend- 
ent — qualifications. 40 hour week, paid 
vacat sick leave, holidays and ‘other 
benefits. Apply Personnel Director, St. 
Anthony Hospital, Denver 4, Colorado. 


ADMINISTRATOR: 48 bed hospital, gen- 
eral, 30 miles South of Miami. Write Board 
of Directors, James Archer Smith Hos- 
pital, Inc., Homestead, Florida giving full 
particulars. 


NURSES: Two registered general staff. 
$310 plus differentials. New community 
hospital in est ranch area, Wickenburg, 
Arizona. Address HOSPITALS, Box K-11. 
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JUNIOR ASSISTANT HOSPITAL ADMIN- 
ISTRATOR: can you face a challenge? If 
so, and you are a college graduate who 
has completed a postgraduate course in 
Hospital Administration, we invite you to 
apply for this desirable position in our 
large, modern institutional set up. $7396 to 
$8748 annually, plus job security, advance- 
ment opportunity and sound retirement 
system including social security. Liberal 
aid holiday, vacation, medical and life 
nsurance and sick allowance. Formal ap- 

lication must be on file by 4 PM Novem- 
ber 17, 1960. Milwaukee County Civil Serv- 
ice Commission, Room 206, Courthouse, 
Milwaukee 3, Wisconsin. 


DIETITIAN: Preferably A.D.A. member 
rural Delaware close to shore resorts. 
a ital is beautifully situated and well 

uipped including a Nurses Training 
School with a capacity of fifty students. 
Good personnel policies, and salary com- 
mensurate with ability and background. 
Apply G. R. Lorenz, Administrator, Mil- 
ford Memorial Hospital, Milford, Dela- 
ware. 


MEDICAL RECORD R. R. 
L: Chief of Department, staff of 25, 690 
bed general hospital. —— part of de- 
veloping 236 acre Detroit Medical Center. 
Standard Nomenclature, terminal digit, 
I1.B.M. Salary open, minimum experience 
three years. beral personnel licies. 
Write or phone collect, Personnel Direc- 
tor, Harper Hospital, rush Street, 
Detroit 1, Michigan. 


DIETITIAN: Special diets; menu planning 
and food purchasing in collaboration with 
the Chef; patient visits. 58 bed full 
accredited general hospital. Long Islan 
N. Y. Excellent working conditions and 
personnel policies. Central Suffolk Hos- 
pital, Riverhead, N. Y. 


DIRECTOR OF NURSES for seventy-five 

bed hospital, Soares desirable but not 

necessary. Must be good organizer, — 
n 


able experienced. open. 
Administrator: Hospi- 
tal, Kingwood, West Virgini 


DIETITIAN, ADA for Metabolic Ward, 
Research Division of general teaching 
hospital. To supervise dietary aspects of 
diversified clinical research program. Ac- 
tive participation in problems 
encouraged. Salary from $4500 wMonday® 
on hr. week, 

Friday. Apply N. Birkhead, M 
Lankenau Hospital, Phila. 31, Pa. 


DIRECTOR OF NURSING SERVICE—245 
bed Pediatric Hospital, excellent physical 
plant, goed working conditions, retire- 
ment plan. Applicants must’ be well — 
fied and have previous 
ing salary $9, Write Norman L. 
en r, Children’s Hospital, Denver 18, 


ADA DIETITIAN: for 154 bed general 
hospital with school of nursing—located 
oO udson River, 125 miles north of N.Y.C. 
and 30 miles south of Albany, N. Y. Teach- 
ing students required. yr maintenance 
available. Salary open. Personnel 
office, Columbia Memorial tal, Hud- 
son, N. Y. 


ASSISTANT MEDICAL RECORD LIBRAR- 
IAN, R.R.L., JCAH accredited 275 bed 
non- -profit general type hospital currently 
under expansion program. Salary depend- 
ent upon qualifications. 40 hour week, 
vacation, sick leave, holidays and ‘other 
benefits. Apply Personnel Director, St. 
Anthony Hospital, Denver 4, Colorado. 


STAFF PHYSICAL THERAPIST. Willing 
to consider recent graduate. In and out- 
tient work. Well uipped 
starting . Write to the Agsistant 
Administrator, Memorial Hospital, Casper, 
Wyoming. 


MEDICAL RECORDS LIB 

San Francisco Bay Area clinic hes has 
an unusual and challenging opportunity 
for a person capable of developing a com- 
plete and expanding medical records de- 
partment—minimum 3 years experience 
with a well-rounded program, 
and knowledge of termina t system. 
Excellent starting personnel 
benefits. d resume to: Palo Alto Med- 
ne a 300 Homer Avenue, Palo Alto, 

ornia. 


REGISTERED PHARMACIST: Male or 
female; starting salary $570 per month: 
40 hr. week; 11 paid holidays; housing 
available to ‘single applicant at the rate 
of $38.00 per month. Liberal annual leave. 
Excellent pension plan. Civil 
status. Contact Martin S. Sloane, M.D., 
Superintendent, East Moline State Hos- 
wd 100 Hillcrest Road, East Moline, 
ois. 


OUR 63rd YEAR 


WOOD WAR 


FORMERLY AZNOE 5 


V.Wabash-Chieawo 


RAndolph 6-5682 


Ann Woodward offers her long estab- 
lished, strictly confidential service to hos- 
pital administrators, physicians, nursing 
executives and others wishing to relocate 
in the medical and hospital fields. Oppor- 
tunities throughout America and abroad. 
To the institution reorganizing or aug- 
menting its staff, brochures of those qual- 
ified to head medical and ancillary de- 
partments or for staff posts will be sub- 
mitted immediately upon request. 


THE MEDICAL BUREAU 


M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an as- 
sociate, or the institution reorganizing or 
augmenting its staff, Burneice Larson of- 
fers the services of the Medical Bureau. 
All a strictly confidential. 
rtunities in all parts of America, incl 
outside continental United 


POSITIONS WANTED 


SECRETARY, SURGICAL: (dictaphone). 
Mature woman. Relocating to California 
about December 15. For details, write, 
HOSPITALS, Box K-13. 


ADMINISTRATOR-ANESTHETIST: 45; 
male; M.H.A.—C.R.N.A.; 6 yrs administra- 
ground; seek —— position with group of 
doctors or hospital. Address HOS- 
PITALS, Box K-10. 


MEDICAL RECORD LIBRARIAN: Regis- 


tered, experience in teaching hospital, 

wants to relocate in small eee 

in East. Address H ITALS, 
x K-9. 


ADMINISTRATOR - ANESTHETIST: Ten 
years experience as Administrator Anes- 
thetist in 32 bed hospital. Desires —— 
position or one as Administrative Assistan 
and Anesthetist in larger hospital aan 
HOSPITALS, Box K-14. 
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before publication date of the issue. 


Effective but low-coss Communications 


Classified advertising is the lowest-cost method of advertising. It can serve your hospital effectively when you are 
recruiting employees or when you have used equipment to sell. 
The classified advertising rate is 35 cents per word with a mininidm of $5.00 per insertion. Deadline: 30 days 


H Ss T A L Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 
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just insert the INCERT 
It’s simple and safe 


‘“...in addition to being a disposable unit...[Incert] introduces a change in the 
traditional technique of adding a medication to intravenous solutions.’* 


Eliminates “the use of the traditional, and potentially hazardous, syringe-needle 
method...’”* in parenteral therapy. 


@ No Ampules @ No Syringes M@ No Needles @ No Autoclaving @ No Rinsing— 
Sterile Technique Is Unbroken. 


Note these findings: 


“The Incert System of disposable vials reduces . . . air-borne contamination 


...toaminimum...”* 
. . the disposable vial system minimizes the potential transmission of infectious hepatitis.’* 
‘There is greater accuracy in delivering a pre-measured quantity of medication.”* 


*Boyash, R. C.; DeLa Chapelle, N.; Sowinski. R.. and Downes, D.: Disposable ly pe Vials for Adding Medications 
to Large Volume Parenterals, Am. J. Hosp. Pharm. /7:104 (Feb.) 1960. 


— 


developed by 
TRAVENOL LABORATORIES, 


Pharmaceutical Products Division of 


BAXTER LABORATORIES, INC. MORTON GROVE, ILLINOIS 


he 
INCERT® 
syste 


INTRAVENOUS ANESTH 


LTRASHORT-ACTING...In diagnostic and surgical procedures SURITAL provides— 
Bee rapid, smooth induction evenly sustained surgical plane of anesthesia 

| | [J prompt, pleasant recovery ©) relative freedom from laryngospasm and broncho- 
spasin. Detailed information on SURITAL Sodium (thiamylal sodium, Parke-Davis) is 


available on request. | 
> 
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University 
313 North First Street 
Ann Arbor, Mich. 
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